MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 1 8 (59 rt) 
6916 CERTIFICATE OF DEATH Reg. Dist. No. 


1. PLACE OF DEA 7] y 2, USUAL RESIDENCE (Where deceoved lived. If institution: Residence before admissio 
°. ons b. COUNTY 
MARYLAND 
aa Lv TH. MAA SA ALLY 


onl 


directar, 
led with 


P \ ide, corporote limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN [If outside corporote limits, write RURAL ond give nearest town) 
i X and give neares! (fon) : 4 Wy 
ae Wigiutpecrl 2, bCH C12 
22 d. NAME OF HOSPITAL (If not in hospital, give street odd d. STREET ADDRESS 15 RESIDENCE 
P= LA OR INSTUTION net ie Rospina es a ON A FARM? 
&: : eC No fe — 
2 
=o 3. NAME OF First Middle lost 4. DATE Month Day Yeor 
a DECEASED he lL OF # 
7 ORE 2 
‘ [Type or print) } oe A } l Cog DEATH 22 wSf 
6. HR RAC: 7. 8. Br F BIRTH. bh (i IF UNOER 1 YEAR| IF UNDER 24 HRS. 
2 useme SBE NEVER MARRIED [] OF BI a iad 4H 
ory tgs oH 
& Oo. USUAL es Labial kind of work done] 1b. KIND OF BUSINESS OR INDUSTR 12, CITIZEN OF WHAT COUNTRY? 
g } @ Jife. gran if retired) 4 £) 
« [Vet {CEL Leg . 
3 A 14. MOTHER'S MAIDENVAAME 7 
5 0, ~ , 
3 ” 
g Bat ad | OIC ~Uettécg 
Fa 1 ) 15. WAS DECEASED EVER IN U: S. ARMED FORCES? |16, SOCIAL SECURITY NO. [17. INFORMANT ‘Address 
fe, no, oF unknown} give we or dates of service) 
2 7 = 
a) y) Peo Nibley Qeraeet- 
é 18. Pee Bis ap ints baer per line for (0), (b), ‘ond (c)-] r, Fj ew ee 
§ IMMEDIATE CAUSE (0) . tics mart 
= u DUE TO * 


fter this certificate has been signed by the attending physician and campletely filled i 


2 Conditions, if any, which ( 
£ gove rise to immediote 
& cause (0), stoting the under. ¢ DUE TO 
§ fa tying couse lost. ) 
28s * Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 3(0}|19. WAS AUTORSY 
eek a = 
485 3 ves) no) 
2o2 = | 20. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Port Vor Part ll of item 18.) 
s & | OR CONTRIBUTING [1] CAUSE OF DEATH 
§ 2 U J(IF EITHER, NOTIFY MEDICAL EXAMINER) 
= o. = 
bss & |20c. TIME OF INJURY Month,  y Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Home, farm, | 20f. (City or town) (County) (Stote) 
5° 8 6 Hour an. While Not wile foctory, street, office bldg., ete.) | 
=> = p.m, lot work [J ot work 1 
252 
ga 21. | certify that | attended the deceased from. roa Sue 19 a ilor Arche D., 195.G.,that | last saw the deceased 
2 alive on_. aS ___ 286 apne and that death eee ot 3, A.-M, fram the causes and an the date stated above. 
Fy} / ACTUAL ee eh 
3 = ‘SIGNATURI M0. - a 


Naweityen_WeH. Foard Manchesten, Maryland gee: ae 


To, SURAL CREMATION, ip, DATE THEREOS ‘lc. NAME OF CEMETERY OR CREMATORY Zigq LOCATION (City, town, or county) ~_[siote) 
AL-(Spech y "Ls ) 
[Bae ” V4 (Las meg S g [Plate fee. tis vo a Lita 
ate ee URE P ADDRES: Tend james db. REGISTRAR'S SIGNATURE 
OQ ~ i TL J - 8 
ANS (4) ~“ ‘s ae A 
Yan! | - oes Y_\oate AAAs Lb iZ Nive. HAY Wr A 
U 


the registrar priar ta burial, crematian, ar removal, and in any event within 72'houts after death. 


may be re! 
page 3 she€id be d. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death: Page 4 
TO FUNERA’ 


MARYLAND STATE DEPARTMENT OF HEALTH 


CERTIFICATE OF DEATH 


6917 FOR MEDICAL EXAMINERS nee: See 
. ee ‘gPuAGE ORDEAL! “lea... a) i  ESGAL RESIDENCE (HOME) OF DECEASED: 


SS ee eee 
COUNTY ae COUNTY 
MARYLAND K 
NG ay outside Leto fimits, write RURAL and See ss ae on (If outhide corporate limits, write RUR. and give neareat town) 
give peareat town jn this lace) 
town on eto - ((Cermec | | 4 gq 3 Town Adelrere pray aie Ba) A 
HOSPITAL OR yen ae 4 


INSTITUTION OR ae a eee 
STREET ADDRESS “hr ae aod (Pa 5 


3 NAME OF Firat) (idaiey ‘ast | 4 DATE (Month) Way) (Year) 
RCEAS 
(Type or Print) Awl Johw ris Aw AY DEATH 15 196 
5 SEX € COLOR OR RACE) 7. SINGLE, MARRIED, BDATY OF BIRTH | 9. AGE leat birtygay | Ir under I year jit undor 24 bre, 
y 5 | WIDOWED, DivoRckD, | Months | Days | Hours | Min. 
(Speci yrs. 


12, Cinizan or WHAT 


102, USUAL OCCUPATION (Give kind of work} 10b. Kino Or Businmas op 


! done ‘ee most of fast ile. even if retired) | INDUSTRY Fr 


13. FATHER'S NAME (> | 14. MPTHER'S M 


6. Sociat Security No. 17, INFORMANT AND ADDRESS 
Es baeeaaee 


18. MEDICAL CERTIFICATIO: 
1, DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH 


INTERVAL Betwmen 
ONsET AND Deata 


4 
Tmmediare cause ain oe ——— 


Antecedent cause(s) 
Diseases nr conditinns, if any, — (b) =. 
giving rise to the above cause 
stating the underlying cause fant. 
te) 
i. OTHER SIGNIFICANT CONDITIONS 
Conditions contributing to the death but nnt 
related to the disease or condition causing death. 


ix expecially important. Physicians: please write the causes of death clearly and legibly. 


MARGIN RESERVED FOR BINDING 


,| 1% DATE OF OPERATION | 19b. MAJOR FINDINGS OF OPERATION | 20. AUTOPSY? 
Cc Yes No 
21. EXTERNAL CAUSE WAS PLACE (Hnme, farm, factory, street, (CITY OR TOWN) (COUNTY) TATE) 
PRIMARY (]or CONTRIBUTING [) | OF office bidg., ete.) 
CAUSE OF DEATH. INJURY 
TIME (Month) (Day) (Year) (Hour) ) INJURY OCCURRED How DID INJURY OCCUR? 
OF Wile at Nat while | 
INJURY m, | work 0) _at_work 


? 


PLEASE WRITE PLAINLY. WITH UNFADING INK. Supply every item of information carefully. The correct age 


22. 'I certify that I took charge of the remains described above, held an Autopsy |), Inspection |W Inquiry [] thereon and from the evidence 
obinined by said Autopsy, Jmspection or Inquiry, find that said deceased died on the day stated above, and death in my opinion resulted 
from: natural causes |W accident {], suicide {[}, homicide ], undetermined (). 

SIGNATURE (Degree or titie) ADDRESS DATE SIGNED 


rr 


VS. ALSA 


eg ® 


e 
& 


ol 


j / “lr ‘ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 060 
6918 CERTIFICATE OF DEATH yh 


Reg. Dist. No. 


couse (0), stoting the under- 


~ etm 
S 3 3 1, meee pe 2 USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
4. } oO 

oe za) C ——— METRO, Maryland es 
4 b. CITY OR TOWN {if outside corperote limits, write | c. LENGTH OF STAY IN tb c. CITY OR TOWN (If outside corporete limils, write RURAL ond give nearest town) 
8 y RURAL ond give nearest town) 
ho | p8yrs. 7Zmos. Baltimore City ZVO] a5 
2 32 'd. NAME OF HOSPITAL 1 not in hospitol, give sireet oddress) . STREET ADDRESS e. IS RESIDENCE 
ae OR INSTITUTION , INA FARM? / 
eS Springfield State Hospital Mt. Hope Retreat yrsQ sg © 
° ¢ 5 

= 5 3. NAME OF Middl 4. DATE Ye 
= 3° Nae iddle lost OA Month Doy eor 
® 23 (Type or print) ae Brnder OEATH 6 29 1956 
= =e 5. SEX 6 COLOR OR RACE } 7. MARRIED [[] NEVER MARRIEO [Xf] & DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
3 3s * ¥ lost eB Months] Boys Min. 
3 2% Female White |wirow[  ovorceo 1897 wr. 
2 E8: 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11- BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 8as during most of working life, even if retired) 
$ ts: = Maryland U.S.Ae 
g S85 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 338 Teul Berger FEEPA @ (fer Kh AN - 
6 Loe Siemon Inierewn. 
= Be 3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. ]17, INFORMANT ‘Address 
5 ag< T¥es. no. or unknown} INF yes, give wor or dates of service} 
6 OF aa aos —_ os records _ 
‘gabe fe mee ee OSL 
2 g:e 18. CAUSE OF DEATH [Enter only one cause per line for {o). (b), ond (c)-] INTERVAL BETWEEN 
> 26% PART |. DEATH WAS CAUSED BY: se RD De 
2 og- IMMEDIATE CAUSE (0! Inmediate 
5 =F XY DUE TO 

a 7 
= 23 Conditions, if any, which rs 
8 3é gove to immediote 
3.2 

c 

$ 

3 

2 

2 

oO 

= 

2 

oO 

2 

be 

s 

§ 

z 

s 


SgrzaP lying coure lost. © 

ae bt Fs Paarl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)]19. WAS AUTOPSY 
= a9 Sle 
Sages OW yes] no 
Fotas = [200, ACCIDENT WAS UNDERLYING [1 __]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port Lor Port If item 1B} 
ZS5 e+ & J OR CONTRIBUTING [) CAUSE OF DEAT! 
zefes & [Gr anten NOTIFY MEDICAL EXAMINGR) Rh esa 
2szss & [20 TIME OF INJURY Month, 7 Year ]20d. INJURY OCCURRED ]70e. PLACE OF INJURY (Home, form, 120, (City or town) (County) (Stote} 
Eales S| Hor on, pee, Mot mle foctory, sree, office Bldg, 
3 : 5 g p.m. sos lot work [_] ot work a= wees 
g saz ca 21. U certify that | beg the deceased fram. eae at ee, , to. Gre29en_.., 19._56,that | lost saw the deceased 
Bb o 
os 5 alive on 6 ___, and that death occurred ot 52308, fram the causes and on the date stated above. 
E = a ADORESS (Street, city or town, stole) DATE SIGNED 
S20 oe ACTUAL 
epess / | [fens wo. Springfield State Hospital. _---§29=56 
° Pe 5 aul ykesville, Maryland 
vee Nameiven___ Morrell N, Mastin, M.D, ~~ Sp pringtigla State’ Hosp: tal-Sykesville Md» 
& sy A ist To. Pion a 2b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. towff, or county) {Stote} 

; pecify 

ESE Be J-t-$ Wesf-erys a 
eae 23. an se IGNATURE ‘ADDRESS am ‘da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

vais (Te L /2/9 § gdL STom 1/395 LVAAT 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH 6082 


1% 


= & i) Reg. Dist. No. 
23 e 1, PLACE OF pes 2, USUAL RESIDENCE (Where dececsed lived. If institution: Residence before odmission) 
tT 9, COUNTY L 0. STATE . COUNTY 
oie he, ‘ARFOLL MARYLAND 
Sage He |) &. city OR TOWN ut Ba ‘corporate fimin, write RURAL ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (IF outside Oy) we write RURAL ond give nearest town) 
5 , 3 \# and give neores! 7" 5 S / 
Pha | GNiON BRIDLE EAR UNlo 
2 a d. NAME OF HOSPITAL OR INSTITUTION (IF not in hospital,/give street address) d. STREET ADDRESS, eis RESIDENCE 
ge 8 7 
i: BRo f iss ay ves ONO 
3 a5 5 3. NAME OF Fiest Middle lost 4. Date ‘Month ay Yeor 
g35 = 
ries Prem or in) Join EDWARD BRoWN | bom June 2 19.5 € 
sede 5. o¢* 6. COLOR 7 RACE |7- MARRIED E-TEVER MARRIED [_]| 8. DATE OF BIRTH 9. AGE {In year IF UNDER 24 HRS. 
Lye a een Months] Doys | Hours | Min. 
setae wioowenf{] — oworceeo f} | OC. TT /7- /¥ ZO yn. 
8a 8 4}: 10. wali OCCUPATION te vy of work done] 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign cauntry) 12, CITIZEN OF WHAT COUNTRY? 
Uy Sn } during foo of working fife, even if rented 
se 
5522 MARILAL 
a ape 14. MOTHER'S MAIDEN NAME 
Back REBECCA AN 
830 EBECC Bowl) 
oe 38 75, WAS DECEASED EVER INU, 5, ARMED FORCES? [16. SOCIAL SECURITY NO. |17. INFORMANT WD 
Ne oe pn, | Hien 90, oF unknown) Ilf yes, give wor oF dates of service) 
i) in Ho | 2-03-/$2)\ CORA Ge BROWN UNlew BRIDGE 
2 ts PS : 18. Be oe pa noe ra ees cause per line for/(o), (b}, ond {e).] SCE 
Se 8 a on, IMMEDIATE CAUSE (0) The “PceeLia) 
g20% 774. K DUE TO 
oo pe Conditions, if any, which ol 
“5 ab gove rise to immediote couse 
tess (0), stoting the underlying( CUETO 
ig eig 3 couse lost. te} B 
eo: 23 z PART Ii, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
fie 8 16 aaa Ene ERFORMED? 
£03 ak yes[] NO 
a8 
en > i 
S E ]20a. EXIERPAL CAUSE WAS 20b. DASCRI Rl r fi f 
Bes z args Soltis o DPSCRIBE HOW InvuRY OCCU we (Enter nature of injury in Port | or Part Il of item 18.) 
GER 8 f\ g Ae Atte 2 BrtecdA ee J “KLE * 
o.5 8 3S TIME Month, Day, Yeor’ [20d. t mary OCCURR ED [20 of) PLACE OF INJURY (Home, (arm, 1208. (City or town) (County) {Stor 
zoe ray Not while fostory, street, office bldg., etc.) | z 
23° z f Q atwork | Ao e i O14 Drt4'2¢ aaa 
a . ~wa il 
228 . | certify thgt | tock charge of the remains des¢ribed abave, held an Autapsy [_], Inspection XQ, Inquiry Ret and find that 


& 


ood er from: Natural causes [], Accident [1], Suicide TA Homicide [], Undetermined cause (J. 


3 
3 
2 
. 
FY 
= 
= 
< 
Pad 
= 
2 
< 
g 
a 
£ 
z 
2 
ze 
2 
Bi 
a 
fe) 
2 


= "a 

ake ¢ J ® ia f DATE SIGNED 

PS es ) ea be ery Al: hy ff i mp, CHIEF MEDICAL EXAMINER [&} 
, 3 2 3 ASSISTANT MEDICAL EXAMINER [_] 

= 38 é Af te A DEPUTY MEDICAL EXAMINER a 22 SB 

3 zo 220. BURML/CREMATION, | 22b, DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or cou! (Stote} 

begs JENOVAL (Spat) | () ay. /94¢| Ff 

e DMMAALLA Wink 24-/736) Mbtlatows2 LA MAAAA AAAS 
D 24a. REC'D BY REGISTRAR 7 24b. ES ISTRAR'S SIGNATURE — 2 

VS. A1SME(S) / 2 / ff 

508 9755 \ Adg, ott 0/22/86 tht |Last 


: aR 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 00008 
> 6939 CERTIFICATE OF DEATH oe ce 


1 An tae a aly Hed ahs (Where deceosed lived. If institution: Residence before admission) 
ce P? b. COUNTY 
MARYLAND Ma: vila rd 


arro 
b, CITY OR TOWN (IF outside corporote limits, write 


5 ; hi ee ni ceeseten ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
2 y. x 12 hours Baltimore Vo / 
2 22 Ie NAME OF HOSPITAL {If not in hospital, give street address) | d. STREET ADDRESS eis RESIDENCE 
Dy > 7 George Street eo no Z 
Ps 5 3. NAME OF First Middle Lost 4. DATE Month Year 
ze (ype or print) Noah Brown DEATH June 23 19 56 
2 


5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [1] | B. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
fost birthdoy) [Months] Days Min. 
Male Neg wioowen Kj ovorceo | 62?) 2, 1862 94 1. 


<2 100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) V2, CITIZEN OF WHAT COUNTRY? 
€ / during most of working life, even if relired) 
3 None Baltimore, Md. USA 
a 1) 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Unknown Unknown 


ahi WAS bole sha even! INU. 5S. ie pray 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
ar igen girs ces.s ies Alien 
ow) University Hosp. Records, Baltimore, Md. 


18. CAUSE OF DEATH [Enter ‘only one couse per line for (0), (b). ond (e)-] yal Pe ieees 
PART DEATH Was caustDsY Artersosclerotie Heart Disease 1950 ¢4 
DUE TO 


Then pleose remove corbon popers. 


Bronchiectasis 


Conditions, if ony. which ic 
goye rise to immediote 
cotfse (0), stoting the under 


tying couse lost. _Min. Pulmonary Tuberculosis since June 1956 


Pant UW. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0) ["? MRC ERA: 


4 RMED? 


> ves] NOE 


20a. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 1B.) 
OR CONTRIBUTING [1] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
2c. TIME OF INJURY Month, oy, Year ]20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (rote) 
Gen ers While: __ No# white foctory, sireet, office bldg., etc.) + 
p.m. 9 Jot work [] ot work [J ‘ 


21. | certify that | attended the deceased fram___. ne 22, 1956_, to... June 23,5... 1956 that | last saw the deceased 
ond that death accurred at226 »_M, fram the causes and an the date stated abave. 


Zz 
Q 
i 
& 
ie 
rs 
& 
a 
uv 
ef 
= 
2 
o 
2 
= 


fter this certificote has been signed by the attending physicion ond completely filled 


hed for use os the burial-tronsit permit. 


to buriol, cremotion, or removol, ond in any event within cox 


@ hospitol ar attending physicion. 


‘ 


TO HOSPITAL OR ATTENDING PHYSICIAN: Rates requires that the death certificote be executed within 24 


ie ADDRESS (Street, city or town, stote) DATE SIGNED 
ou . AL 
yess () SGNAtun wo, .....Mepryteny My 
Eppa 
&:: res Vestal, M Henryton, Ma. 
wee: ne te ee gk Uy ee 
B8° 9 20. BURIAL. CREMATION, | 226. er ay NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, oF county) (Stote) 
< o 
>> ot Be OVAL (Specify) 2 
BG Les ~ SL 2) (Ziti SSAC PLT * 
re da, REC'D BY REGISTRAR | 24b, REGISTRARS SIGNATURE 
VS A15 (4) bf 4 vf 
Baws pate 6-23-56 (Geez fs 


? MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 () 6 0 ) 
Items? 3-8-9-13-1h 6921 CERTIFICATE OF DEATH 


Mim G19 Reg. Dist, No. 
« ss 
ya 3 : ~ Ye i ey 2. aise teh lage (Where deceosed lived. If institution: Residence before admission) 
oo °. b. COUNTY 
ae 3 a \ Carroll ens ee Maryland -— 
= b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
2 RURAL ond give nearest town) ‘4 } . 
Rural —- Sykesville ince 3-9-0 Baltimore City 2% 
& 2 da. Sete (If not in hospital, give street oddress) d. STREET ADDRESS e. ERG ees 
o aed 2 
2 % Springfield State Hospital 1926 Gough Street ves C] No Et 
es 3. NAME OF First Middle > SED vost 4. DATE Month Day Yeor 
e 25 (Type or print) Stephen - /BREZEZINOKL/ DEATH June th 19 56 
~ =$% 
£ 5 
= >2 


5. SEX 6. COLOR OR RACE |7. MARRIED [1] NEVER MARRIED [By | 8. DATE OF BIRTH 
male white wivowep [} oivorceo T] | April 


10. USUAL OCCUPATION (Give kind of work done! 10b. KIND yy BUSINESS OR INDUSTRY {11. BIRTHPLACE ( (Stote or foreign country) 


12. CITIZEN OF WHAT COUNTRY 
during most of working Jife, even if retired) 


——- Gian Poland Citizenship unkne 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Milten 4 eed A WA/ Brsezinski L114 /t¢dde Af é¥A Wale ria Biedrzycka 


iil aes I SOCIAL SECURITY NO. |17, INFORMANT adtesSykesville, Md. 
“ho > unkrown Records of Springfield State Hospital 


18. CAUSE OF DEATH [Enter only one couse per line for (a), (b). ond (ch) INTERVAL BETWEEN 


PART |, DEATH WAS CAUSED BY: ONSET ae DEATIS 
IMMEDIATE CAUSE (o} GES 
) 


o / DUE TO 


Then pleose remave carbon papers. 


the regjstror prior to burial, cremation, or removal, ond in any event within 72 hours ofter death. 


Conditions, if ony, which 0) 
eg : 
0 immediowe |e 16 


@ 
& 
Scie is) = 
3 § z Past It, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)| 19. Bay? AUTOPSY 
335 Q ERFORMED? 
: (3 
ane 5 Schizophrenic reaction, paranoid type, of long standing re Cl Nope 
es & | 200. ACCIDENT WAS UNDERLYING C) | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Fort I or Part I of item 18.) 
g25 & | OR CONTRIBUTING CI CAUSE OF DEATI 
egg 3 |r cierenOriey MEDICAL EXAMINER) 
5 fs & |20c. TIME OF INJURY Month, ah Year [20d. inJURY OCCURRED [20e. FLACE OF INJURY (Home, form. 1 20F, (City or town} (County) (State) 
bee 8 Hour qn While Not aie Neer eer eee RR. Pe:) 2 ae 
si? E4 p.m. lot work [_] ot work ' 
& ° 
gis 21, | certify that | ottended the deceosed from. oe “cpa Mee 197, tosune tl, __-__., 19.56. ,that | last saw the deceased 
3 
rd alive on__dune oo, 12 Sae, ond thot deoth occurred at ys 15P_M, from the couses and on the date stoted above. 
Pe Ne ADDRESS (Street, city or town, stote) DATE SIGNED 
5G ACTUAL Wap F es 
2 a / stquarme ILA me Vl Sykesville, Maryland uw. 6/1/56. 
3 
PHYSICIAN'S F 5 % fs 
NAME (typs)_Martin Gross, Me D Springfield State Hospital __ ater Fn 


moy be r, 


poge 3 should be 


TO FUNER. 


Ro. FeMovAL bt ‘Mb. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (COE ROMIL Ir county) (Stote} 
VAL {Speci 
8 G 6 Sacred Heart of Ma: Baltimore Maryland 


23, FUNERAL DIRECTOR'S SIGNATURE 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


oat GSAS \I HG cheer) 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the deoth certificate be executed w' 


e 
* 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 06005 
Bog CERTIFICATE OF DEATH 


el 


Reg. Dist. No. 74 


© se 
oni 3 > 4 caste = eid (Where deceased lived. If institution: Residence before admission) 
5 oa a. a. b. COUNTY 
ey wh Carroll gisele Maryland 
€ ® \ b. CITY OR TOWN (If autside corporate limits, write | ©. LENGTH OF STAY IN Ib c. CITY OR TOWN (If auttide corporate limits, write RURAL and give nearest town) 
8 4 RURAL and give nearest 2a) . 
=e x Henryton LSAS/ da Baltimore V 
2 22 ‘d. NAME OF HOSPITAL {if nat in hospital, give street address) d. STREET ADDRESS. @. IS RESIDENCE 
°° gh al 4 OR INSTITUTION ON A FARM? 
o~e>° u Henryton State Hospital 22h, Ne Pine Street yes] No) 
mr 2 
ca) 3. NAME OF First Middle last 4. DATE Manth Doy Yeor 
23 (ype or print) Norman James Campbell DEATH 6 151956 
. Ss 5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. _ 
‘ i last birthday) FMonths| Days | Hours] Min. 
Male Negro _|wiooweo ——ovorceo | April 12, 1898 5B ys. 


10a. USUAL OCCUPATION {Give kind of work dane] t0b. KIND OF BUSINESS OR INDUSTRY 
during most af working life, even if retired) 


11. BIRTHPLACE (State or foreign cauntry) 12, CITIZEN OF WHAT COUNTRY? 
Crew, Virginia U. S. Ay 


za 
dl 
~~. 


’ Laborer B. & 0. Railroad 
an rd 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Harvey Campbell Estelle Stokes 


a WAS BE CEASED, EVER U5 ng toa ele 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
‘taal os Te cea venta os 
No Telzie Norman - 22) N. Pine Street, Balto., Md. 


18, CAUSE OF DEATH [Enter only one cause per line for (a), {b), ond (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART LL. as WAS CAUSED BY: 
IMMEDIATE CAUSE (o_Myocardial infarebion. 


Canditions, if any, which Far advanced bilateral cavitary pulmonary TB 


gove rise ta immediote 
cotse (a), stating the under- ( OVETO 
lying couse lost, a 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART {a} | 19. Bele 7 AUTOPSY 


RFORMED? 
200. ACCIDENT WAS UNDERLYING 01 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Port II af item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Then please remove carban papers. 


jires that the death certificate be executed within 24 by 


veo noqq 


fending physician. 
After this certificate has been signed by the attending physician and campletely filled 


ICIAN: The law requ 


MEDICAL CERTIFICATION. 


ed far use as the burial-transit permil. 
the registrar prior ta burial, cremation, ar remaval, and in any event within 72 haurs ofter*déath. 


5 20c, TIME OF INJURY Manth, Day, Yeor |20d. INJURY OCCURRED —_|20e. PLACE OF INIURY |Home, farm, 4 20f. (City or town) (County) (State) 
25. Hour a.m. While Not while: factaty, street, affice bldg., etc.) 
ee p.m. jot work [J] at wark CJ : 
23 , 19.26. that | last saw the deceased 
ar M, fan the couses ond on the date stated above. 
E mm 4 ADDRESS (Street, city or town, state) DATE SIGNED 
< > 
wpeee / no. .......Henryton, Maryland 615-56 

. 2 
2 > 
ce tineives Tom F. Vestal, M. D., Supt. Seas taie State Hospital, Henryton, Md 
& 2 Ro. BURIAL ton P . DATE THEREOF Nd. LO FONG Jawn, oF caunly) (Slate) 

(a VAL! (Speg 

5 2 oe VMs nA i GZ. ef* 
= 


E€'D BY REGISTRAR ‘24b. REGISTRARS SIGNATURE 
J 
i bw\ba56 heck Sods 


gy 
wtigt ) 


=z 
ma , 
jours after death, 


~ & 
cuted within &. i 
72 hours after death. After thi 


in 


ical 


INSTRUCTIONS 


ICIAN OR HOSPITAL: The law requires that the death certifi 


> 


The bottom copy may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: The law requires that the death certificate be filed with the re: 


TO ara fec 


it . 
gistrar withi 


is 


irect 


in by the funeral di 


certificate has been executed by the attending physician and completely filled 


death certificate assembly should be detached for use as a burial transit permit. 


tor, the third copy of thi 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 060 06 


6923 CERTIFICATE OF DEATH * we 


1, PLACE OF DEATH 2. USUAL RESIDENCE (HOME) OF DECEASED 


couny 0“ rrol) MARYLAND STATE MV COUNTY 
CITY {if outside corporete limits, wate RURAL TENGTH OF STAY CITY {if outside corporate limits, write RURAL and glve nearest town) 
OR and giva nearest town} {in this place} OR 
WN TOWN y 
HOSPITAL OR STREET {if rurel giva location) j 
+» INSTITUTION OR ADDRESS ! 
(7) STREET ADDRESS 
3. NAME OF (First) (Mid die) (Last) 4. DATE (Month) (Dey) (Year) 
DECEASED or 
{Typa or Print} ; DEATH I 56 
5. SEX 6 COLOR’ OR 7. SINGLE, MARRIED,” IF UNDER 1 YEAR _|IF UNDER 24 HRS. 


WIDOWED, DIVORCED, 


1 (Specity) 
Maar OCCUPATION (Give tind of work Tb. KING OF BUSNEES 
OR 


yes, 


8. DATE OF BIRTH | 9. AGE last birthday 


Months | Days 


Hours | 


Tl, BIRTHPLACE (State or fersign country) 12. CITIZEN OF WHAT 
, anes most of working life, aven INDUSTRY COUNTRY? 
/ retire UsSede 


14, MOTHER'S MAIDEN NAME 


13. FATHER’S NAMI 
17, INFORMANT & Does 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. 
{Yes, no, of unk.) {lf Yas, giva war or dates of service) 
no | 215-14-8852 James Cantwell, Taneytown, Md. 


18. MEDICAL CERTIFICATION INTERVAL BETWEEN 
T DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET, AND DEATH 
") yi 


EO oP isicointe Canes fry A grt ory ime Be JAMA hegg 


ANTECEDENT CAUSE(S) DUE TO rif 


DISEASES OR CONDITIONS, IF ANY, (8) (Geis 
GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST, OVE TO 


(c) 
TE OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TOTHE ———-}--—_————____— 
DISEASE OR CONDITION CAUSING DEATH. 
19a. DATE OF OPERATION 196. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 
) a | yes [] NO 4 


‘OR CONTRIBUTING [] CAUSE OF DEATH OF INJURY streat, offica bldg., atc.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


21d. TIME OF INJURY = (Month} (Dey) (Year) (Hout) [ 21e. INJURY OCCURRED 21f. HOW DID INJURY OCCUR? 
While Not while 
etwork [] at work CI 


22. I hereby certify that { attended the deceased from. 


21a. ACCIDENT WAS UNDERLYING [] | 21b. PLACE {Homa, farm, factory, 2c, WHERE DID INJURY OCCUR? (City or town) (County) (Stata) 


M 


sssseeer that | fast saw the deceased 


ott WO vssrersseeseageere 


/ CeClin: fete: ..M, from the causes and on the date stated above. 
= SIGNATURE , ADDRESS (Street, city, town, state) DATE SIGNED 
a < Lebiwtr VA (245 b 
= URAL, CREMATION, DATE THEREOF LOCATION (City, town, or county) (Stele) 
g EMOVAL (SPECIFY) : 
< i June 1451956 St. Joseph's Cemetery Ellicot City, Maryland 
[2 REC'D BY REGISTRAR REGISTRAR’S SIGNATURE 25, FUNERAL DIRECTOR'S SIGHATUR ‘ADDRESS 
Ur 43/6 Th) Taneytown, Maryland 


o®° 


« 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 (}6()()'7. 


Pee ne EXAMINER’S CERTIFICATE OF DEATH wea 

See Q Reg. Dist. No. 

oie ore 2. USUAL RESIDENCE (Where decected lived. If institution: Residence before odmission) 
g2 §& eeouNrY 
faery ee marvuano || ° SA arvland » COUNT’ Carro 

~ b. CITY OR TOWN Ni tis corporate fimin, write RURAL ¢. LENGTH OF STAY IN Tb ¢. CITY OR TOWN (If outtide corporole limits, write RURAL ond give nearest town) 

i) ‘ond give nearest ‘por 

36 Uniontown life Uniontown eZ 

25 _ | 4. NAME OF HOSPITAL OR INSTITUTION (IF not in hospitol, give street address) d. STREET ADDRESS Ig RESIDENCE 
~~ ) ves (] No] 
3 3. NAME OF First Middle tort +. DATE Month Doy Yeor 

> {Type or pring LAA ADA a= A / DEATH = June 0 19 56 
*, 9. AGE {In yeors (F UNDER 24 HRS. 
= tent birthday} 


3. SEX 
Male 


Wa, USUAL OCCUPATION 1 (Gh 
during most of working li 


Carpenter 


13. FATHER'S NAME V4, MOTHER'S MAIDEN NAME 
a Ezra C. Gaylor Elizabeth Rodke 


15, WAS DECEASED EVER IN U, S. ARMED FORCES? [16, SOCIAL SECURITY NO. ]17, INFORMANT ‘Address 
\ | (Yet, no, oF unknown} (if yet, give wor or dates of service] 
No | 213-01-9319 | Mrs. Carrie Caylor, Uniontown, Maryland 


fears: 


yrs. 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


ive kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY | $1. BIRTHPLACE (Slote or foreign country) 
‘even if retired) 


File pages 1 and 2 with the registrar prior to burial, 


1. ae i petite od shad per line for (0), (b), ond (c).] INTERVAL BETWEEN, 
ART —_ ‘ jf = 
UWAMEDIATE CAUSE (0) ih ol ote ity. 


> 


Item 18. Give Pages 1, 2, ond 3 to the funeral © 


F Medical Examiner's Office alang with farm PM3. Page 5 may be retained far your files. 


€ 
& 
@ / ~ DUE TO 
g Conditions, ) 
1 gove rise to immedi 
s {0}, stoting the area iea DUE TO 
e cous lot. = te 
res z ART IL OTHER SIGNIFICANT CONDITIONS CONTRIEUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART I(o]19. WAS AUTOPSY 
“4 8 Tr 
£98 0 3 ves] NO 
ba % [200 EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
aes & | PRUNARY BA or CONTRIBUTING 
SED 8 | cause ‘ ‘i 
. a 
$5 3 § ]20e. TIME OF INJURY “Month, Day. Yeor  [0d. INJURY OCCURRED ]20. PLACE OF INIURY (Home, Farm, [eh (City oF town) (County) State) 
ake Fa] Hour 9. m. While Not while. foctory, street, office bl H 
tea = p.m. vw at work [7] ot worl IME 
Pee 21. I certify that | took charge of the remains described above, held an Autopsy [_], Inspection KJ, Inquiry pM. and find that 


. 


death 3 from: Natural causes [], Accident (J, Suicide Pa, Homicide [[], Undetermined cause []. 


ATE SIGNI 
acuat | ‘ ) hie aw F mip, CHIEF MEDICAL EXAMINER [] ia die 


EDICAL EXAMINER: This certificate should be executed within 24 haurs after death. 


ef 

gee 
zac - SISTANT MEDICAL EXA, 

7 ASSISTANT MEDI! EXAMINER 
DE eonart appa 6/30/51 
pet s g Ni pe) DEPUTY MEDICAL EXAMINER pd 
S2ip 3 Zo. ny CREMATION, 2b. DATE THEREOF Ze. NAME OF CEMETERY OR CREMATORY 7d. LOCATION (City, town, or county) (Stote) 
AL (Speci 

ove ° ° 
= = 


B g by 956 a hof God nm niontown, Wa and 
FUR ADDRESS 40. REC'D BY Vet. 24b. REGISTRAR'S a IP 


pneytown, Maryland ore fa fee TN hog clio 


ol 
ie 


Temal 
oe 
a ] 
ee, 


please exe 
4 should be 


A 


RY necessary. 
tor. é$ 
and 2 with the registror prior to ae 


, 2, and 3 to the funeral 


If any di 
fh form PM3. Page 5 may be retained for your files. 


ad 


in 24 haurs ofter death. 


le 


jem 18. Give Pages 1 


in pencil ii 


te shauld be executed wii 


Page 3 should be used as a burial-transit permit. 


F Medical Examiner’s Office alang 


ting the ward “pendin, 


te ut 
ECMOR: 


EDICAL EXAMINER: This certifi 


tifica 
a th 


W: 


forwar: 
TO FUNERAL DIR 
ar remavol 


TO DEPU, 
cute th 


YS. AISME(5) 
5M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 P 
EDICAL EXAMINER'S CERTIFICATE OF DEATH H6QT0 


Reg. Dist, No. 
2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


oS Maryland  °°arroll 


. OF DEATH 
©. COUNTY Carroll nie 


b. a SRTCWy sees corporate limits, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF ovtiide corporote limits, write RURAL and give neorest town) 
rural -Westminster 8 mo. rural- Westminster x 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) d. STREET ADDRESS fe. 15 RESIDENCE / 
Salem Bottom Rd. v0 NOR 
3. NAME CA First Middle Lost 4. pare Manth Ooy Yeor re 
type op REDERICK L. _CURFMAN bam == June 21 1956 


9, AGE {in yeon 


8. DATE OF BIRTH ler 


6. COLOR OR RACE |7- MARRIED [A] NEVER MARRIED 1] 
male white wipowep[] i oivorctoO) | 429-1879 


kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State or fareign country} 


Min. 


V2. CITIZEN OF WHAT COUNTRY? 


7 ie ‘en if retired) 
farmer retired farming Maryland U.S. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Henry Curfman Laura Keller 
Wee Sn oreo rer ved fay iT eae 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
no none rs. Mary V. Curfman, Westminster,MD- 


INTERVAL BETWEEN 
ONSET AND DEATH 


18. CAUSE OF DEATH [Enter only one cause per line for (0), {b), and (c).] 
PART I. DEATH WAS CAUSED BY: 

IMMEDIATE CAUSE (0) 

DUE TO 

Conditions, if ony, which e 

gove i 

(a), stoting the underlying DUE TO 

couse Jost. iG 


PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART 1(0)/19. SAS SAD 
- Mi 


ves (] No hf 


200. EXTERNAL CAUSE WAS: 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Hl of item 18.) 
PRIMARY [1] or CONTRIBUTING 2) 
CAUSE OF DEATH. 


0c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED [20c. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (Store) 
Hour 6. m. While Not while foctory, street, offics bidg., atc.) | 
p.m. 9 ot work [] at work ' 


21. I certify that | took chorge of the remoins described obove, held on Autopsy O. Inspection [Inquiry ERand find thot 
death “0 from: Natural couses XJ, Accident [], Suicide [], Homicide [], Undetermifed couse [7]. 


MEDICAL CERTIFICATION, 


ROMA ee foley ¢! mip, CHIEF MEDICAL EXAMINER [7] DATE gene 
— ASSISTANT MEDICAL EXAMINER [] is ana 
NA it SIAyos S/. VLLED ES DEPUTY MEDICAL EXAMINERS Bales 
Tio. BURIAL. CREMATION, [22b. DATE THEREOF Zc. NAME OF CEMETERY GRCREMATORY 72d. LOCATION (Cily, town, or county) 
6-24-1956 Linganore Unionville Ma. 
RAL aig SIGNATURE “ADDRESS Zao. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
lye Winfield, Maryland ot g-2I tel plaruh) Sk. 
z eee 


oe 


& 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 1 
6926 CERTIFICATE OF DEATH 60) "Wh 


Reg. Dist. No. 
a eee ee (Where deceased lived. If institution: Residence before admission) 
o b. COUNTY 
Maryland Carroll 


c. CITY OR TOWN {If oulside corporote limits, write RURAL ond give nearest! town) 


Mount Airy "4 


ol 


ge 4 


Wi 1. PLACE OF DEATH 
L °. 
ey, Carroll i Saatad 


i b. CITY OR TOWN (If outside corporate timits, write | ¢. LENGTH OF STAY IN Ib 
1 day 


director, 


Pages 1 ond 2 should ke filed with 


RURAL ond give neorest town! 


after death. Pa 


23 d. NAME OF HOSPITAL (If not in hospital, give street address} d. STREET ADDRESS e. 1S RESIDENCE 
= ‘OR INSTITUTION ON A FARM? / 
ee? Henryton State Hospital =O5% 
= 3. NAME OF First Middle tor 4. DATE Month Doy Yeor 
= 
a 2 {Type oF print Ha Edward Davis DEATH 6 8 19 56 
= > $. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8 DATE OF BIRTH 9. AGE (In yeors [IF UNDER? YEAR] IF UNDER 24 HRS. 
3 N lost bitthdoy) [Months] Days | Hours | Min, 
Fie, Male legro — |wioowen ®§—ooworceoO] | January 10, 1909 4s. 
= & a 1 10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote of foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g se during mot! of working life, even if retired) 
Be A Janito Maryland USA 
3 be 3 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 o8 
Be Harry Davis, Sr. Arene Diggs 
= 2 15. WAS DECEASED EVER IN U. S. ARMED FORCES? 116, SOCIAL SECURITY NO. | 17. INFORMANT Address 
a 5 {Yes, po, “ares {If yen, give wor or dates of service) 
ge Ko PL 71.2292 Harry Edward Davis Mount Aify, Md. 
+ 3 18. CAUSE OF DEATH [Enter only one cause per line for (0). (b). and (c).) euerr ane ea 
=o PART I. DEATH WAS CAUSED BY: 
o¢ OOAUNMEDIATE CAUSE (o)_CaraLo~vascular Insufficiency at 
= = oueto Far advanced bilateral pulmonary tuberculésis 
4 Conditions, if any, which i weeks 
ne gove rise to immediote 
5 cove (o}, stating the under, ( CUETO 
ie lying couse lost. (©. 
& 
$ Pact Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)/19. au 
on ra\ 
3 Diabetes: ves) No] 
o 20a. ACCIDENT WAS UNDERLYING C] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port tor Port It of item 18.) 
vat OR CONTRIBUTING C) CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stole) 
Hour 0, m, While Not while foclory, street, office bldg., etc.) } 
p.m. 19 Jat work [] ot work] i 


8, 19.56 _ thot | lost sow the deceased 
M, fram the causes and an the date stated abave. 


spital or attending physician. 
MEDICAL CERTIFICATION, 


ied for use os the buriol-transit permit. 
the registror prior to burial, cremation, or removal, ond in ony event within 72 hours ofter dea! 


fer this certi 


e: 


OR ATTENDING PHYSICIAN: The low requires thot the death cer 


4 ADDRESS (Street, city or town, stote) DATE SIGNED 
raf) 
56 
2 8 / mo, __.__4 Bewryhen, Was 27 i J ee ee 
el 
3 PHYSICIAN'S 

wee NAME (Typs) TF, Vestal, M.D poet ee I ge Ra Nek 2 ht A lg ee 
BsyYo 72d. LOCATION (City, town, or county) (Stote) 
22d a Z 
ota - AER 
aoe 2ha, REC'D BY REGISTRAR | 24b. REGISTRAR SAIGNATPRE 


DATE 69-56 LH tfc. Y EE, 


1 _ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 16012 
i 6°27 CERTIFICATE OF DEATH VO0t 


Reg. Dist. No. 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c).] EEN 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0! 


tomBostSs Arle rios pei 


L DUE TO ' . 
Conditions, if any, which wee nel Dise ase. Corgestive tarlur, 
gave cise to immediate 

courte (0), stoting the under. ( OVE TO 


lying cause lost. (e) 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART f(a) 


1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
rs o. — a o b. COUNTY i 
gets" arr d ee Maryland Carroll: 
= gaol B. CITY OR TOWN (If outside corporote limits, write [c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
g x RURAL ond give nearest town) 
0 a Sykesville 12_years Sykesville 
2 = 2 d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS @. 1S RESIDENCE 
So =a 4 OR INSTITUTION ON A FARM? 
ys West Friendship Road West Friendship Road ves] noO] 
ce 
2 565 3. NAME OF First Middle lost 4, DATE Month Day Yeor 
eee DECEASED ; OF 
& 23 (Type or print) WD FE oO. D A OEATH é 19. 19 SE 
= = 5. SEX 6. COLOR OR RACE | 7. MARRIED [[] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE {In yeors [IF UNDER I YEAR| IF UNDER 24 HRS. 
= oo ~ lost en Months] Days Min, 
= é wivowen ~~ —olvorced [1] fay 11, 1878 7B ys. ee 
2 a J 1100. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF 8USINESS OR INDUSTRY {11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 ° { during most of working life, even if celired) 
2 a = 
3 we Car Inspecto ailroad Maryland My 
3 3 )) [v3 FatHer's NAME 14. MOTHER'S MAIDEN NAME 
5 h 
° 
2 232 \A_ Robert 0. Day Bebie —.e-< 
cS $ 15, WAS DECEASED EVER IN U. S. ARMED FORCES? [16, SOCIAL SECURITY NO. ]17. INFORMANT Address 
= § (Yer n0, oF unknown) (IF yes, give wor or dotes of service) : Baltimore 9 
es No 05—05—8968 Mrs, Dora M. enbee] 1 Appleby Avenue 
8 58 
oO a 
£ & 
= ae 
o 
= 


jires 


-transit permit. 


19. WAS AUTOPSY 
PERFORMED? 


yes] no] 


& 


MEDICAL CERTIFICATION: 


200. ACCIDENT WAS UNDERLYING 1) ‘20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
Hour a. n. While Not while foctory, street, office bldg., etc.) | 
p.m. 1 Jot work [] at work [J | 


21. 1 certify th attended the ponte ie “) ee ee ee .. 195.8. that | lost saw the deceased 
alive on___f_f__. 


spital or attending physician. 
fer this certificate has been signed by the attending physician and completely 


ied far use os the burial 
to burial, cremation, ar removal, and in ony event within 72 haurs ofter death. 


ee ;-» and that death occurred ot Al A FM, fram the causes and an the date stated abave. 
ADDRESS (Street, cityvor town, stote) 


R ATTENDING PHYSICIAN: The Sow requi 


ed by 


RECT! 


ACTUAL 
SIGNATU! 


prior 
Sad 


v, 
° 
6 2 
my —_ 
35 PHYSICIAN’ /f > te A rN > 
&:: NAME (hee) OWAR = I. 
: ’ 
ais yo ®e Wo. BURIAL, CREMATION, | 22b, DATE THEREOF ‘ac, NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) (Stote) 
225-85 REMOVAL (Specify) 4 
0 fo fe Bi 2 ns 966 Druid Ridges Ba more Co aryland 
ee 123. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS ‘2do, REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
i : 
Years! DATE _G@ - 0207-56 3 if Q 4 


TO HOSPITAL OR ATTENDING PHYSICIAN: The: low requires that the death certificate be executed within 24 h, 


ria 


ofter death. Page 4 
& f i 


y the f 


ithi ‘ 
i i 
Pages | ond 2 shoul 


directar, 
filed with 


Then please remove corban papers. 


ate hos been signed by the attending physician ond campletely fille: 


nding physician. 


ed for use as the burial-transit permit. 
the registrar prior to burial, cremation, or remaval, ond in any event within 72 hours ofter death. 


ospital ar of 


heh 
re 


Fler this c 


ed by 
RECT 


may be re 


poge 3 shauld be di 


2e TO FUNER, 


Pra 
aS 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 060 13 
& GDR CERTIFICATE OF DEATH 


Reg. Dist. No. 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. I itittion, Residence belore admission 
°. °. 
. Carroll MARYLAND Maryland bee 
ft b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b || ©. CITY OR TOWN (If outside corporote limits, write RURAL Ond give nearest town) 
RURAL ond give nearest town} 
Rural, Sykesville, Marylani Baltimore 2, Maryland VO log 
NRE OF HOSTAL (iF not ta hostel give ten adiren) d. STREET ADDRESS «. 15 RESIDENCE 
eS 
5 Boeing sfield State Hospital 617 St. Paul Street vst] nom & 
3. NAME OF Firs Middle Lost 4. DATE Month Doy Yeor 
DECEASED OF 
(Type or print William Warren Dean DEATH 6 11956 
5. SEX 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS, 
lost brthdoy) [Months]? Doys | Hours | Min. 
White wipowep [] _bivorcep () 10-18-92 64. 
Too. one CRS (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
/\ during most of working life, even if retired) Pvy 
Machinist Pennsylvania 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Warren Dean Helen Hannah Hunte 
Tg, WAS DECEASED EVER IN U. S. ARMED FORCES? [16, SOCIAL SECURITY NO; [17, INFORMANT ‘Address 
/ (Yes, no, of unknown} ‘yes, % ‘wot or a | 
faa Hospital Records 
| 7]i8. CAUSE OF DEATH AY ‘only one couse per line for paw = ond (c).} INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: aes 2 Hepes ea ea ght 
IMMEDIATE CAUSE (oHeMOr PHA. into “the. rica iinutes 
. DUE TO 
ons, if ony, which w_pérforated «dissecting: ane 
gove rise to immediate 
cote (0), stoting the under. ( OUETO 
lying couse lost, a 
ra Parr U. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)|19. WAS AUTOPSY 
raw PERFORMED? 
-|$| Chro brain syndrome asso with cerebral arteriosclemsi ith psychdst$& xoO 
© [200, ACCIDENT WAS UNDERLYING CE) ]7206, DESCRIBE HOW INIURY OCCURRED. (Enter noture of injury in Port Tor Port I of item 18) 
& Jor CONTRIBUTING (] CAUSE OF DEATH 
G [iF elTHer, NOTIFY MEDICAL EXAMINER) 
= Se 
& |20c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, form, | 20F, (Cily or town) (County) (State) 
g fear oan we Netty factory, ret, office Bids, ete) | 
2 
= p.m. lot work [7] of work 
21. 1 certify that | attended the deceased from. reTSCr3 San. oo nti , 19.20 ,that | last saw the deceased 
alive an. Ge) 4 1956, and that death accurred at2i1.0 AM, from the causes and an the date stated abave. 
JADDRESS (Street, 2 cee Py sole) bs % Wi ive 
AL S 
/ SIGNATUR (ip = CS HIKES ME lof er tage 
PHYSICIAN'S: 
NAME {Type} trude M. Gross, M.D. Sykesville, Maryland ss 


Z an Ze ‘cS Bos YUL 
OVAL (Specit S < 
Alte, WALZ Lhel? Le Va VILLE 
fOR'S. Hee Ss. . 24a. REC'D BY 75E ‘Zab. REGISTRAR'S SI ae 
a - = Vp, Sipe VSO 0 pfert a, 
EZ VATAED  K. FA>GQEA — Ggfttordthd, 774A un Y- . 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


4 60295 CERTIFICATE OF DEATH rel wl 6014 by 


onl 


+ ve \ 
s 84 1, PLACE OF DEATH 2. USUAL RESIOENCE (Whore deceased lived. If institution: Residence before odmision) 
e ¥ 0, COUNTY, a. STA b. COUN’ 
= las b. CITY OR TOWN (If ovitide corporate limits, write e ¢._CITY OR TOWN (tf outside corporate limits, write RURAL ond give nearest town) 
EE eo RURAL and give jpg town) TP k 
; i _ | Pvpar W/E st yin ste) 
= a dad NAME OF the (If not in hospital, give street ‘oddress} d, STREET ADDRESS e. IS RESIDENCE 
SES , OR INSTITUTION : ONA FARM? 
~ < - [? I> Ro ves No Ge 
2 
oe 3. NAME OF First Middl 4. DATE 
8 nege y iddle ; Lost a Moath Doy Year 
% (Type or print A D CHL PEELS APDoprF™m June [> wh 
& 5. SEX %. COLOR OR RACE ]7. MARRIED [J>NEVER MARRIED [-] | 8. DATE OF B)RTH 4 9. AGE fin yeors [EUNDER | a TF UNDER 27 HRS. 
jest bir Fy rae 
Mg wivowen [] —_—oivorceo [] Pi } 4) ] 2: Is ZX Mae aa Nee 
Too. USUAL OCCUPATION (Give Kind of work done 106 KINO OF BUSINESS OR INDUSTRY TT. BIRTHPLACE (Sot o vid ae 12, CITIZEN OF WHAT COUNTRY? 
i tite 
© ; 
EDA A- fy 


ofter death. 


ir rp 
13. io YS NAME - 14, MOTHER'S MAIDEN. NAME 
eB Sea i ith CrEE| 
as We ipsa eee / 
D: 2glo Es BD, AffDO [RE WESTH Pp 


18. ae OF DEATH [Enter only one couse per Tne gr (0), ( ry d (e)) 0) INTERVAL BETWEEN > D 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (ah Ao @. pLAMAYV VIVA 


. 
DUE TO 2. Qa \ C oe ae t© 
Conditions, if any, which WB RRNA ye ARLAA 


to immediate 
stating the under. DUE TO 
plvinpieeuse!loxt © 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo} ] 19. _— 


yes (] No 


feat 


rs 


: The law requires thot the death certificote be executed within 24 h, 


fter this certificate has been signed by the attending physicion ond completely filled in by the 
|, cremation, or removol, ond in ony event within 72-how. 


ed for use as the buriol-transit permit. Then please remove carbon popers. 


§ 
2 3 
a 3 
i = | 200. ACCIDENT WAS UNDERLYING []__]20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Port | or Port Il of ilem 18.) 
2s & | OR CONTRIBUTING LD) CAUSE OF DEATH 
ae © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
25 & [20 TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
= 5. Ss Hour a. n. 1p [while Not while foctory. streat, office bldg., etc.) | 
zs = pm. jot work [] at work ([) i H 
oF Ms ¥ 
ay WAS AA t, 1 O, ry Q [ee 1952 S@hat | last saw the deceased 
a F 
z iS 4 occur 1s ch M, tea th ae and_gn the dote stated above. 
= 2 ! 
<2. 1} 
xpio gs 
an 
se 
o 
eeess : 
"3 S33 ary [720. BURIAL, CREMATION, | 220. DATE THER LE Rear’: Zab. DATE THEREOF | 22, NAME OF CEMETER OF 5M. OR STP ae 224. LO 3 (City, town, of county) (State) 
>3-o5 fp = 
seeks A PNT 1,3 -G WE YW STE / 
e oF a4 mn FUNERAL DIRECTOR'S SIGNATURE ODRESS 2do. REC'D BY fae ‘2d, REGISTRAR'S SIGNATURE y 
VS AIS (4 isi 3 vs ra ~ s 2 - hy 
15M was) is Z é] 6 SS) E Apvoare ] £ BO ak Ale if L£Lb 


fea 


Sys 
after death. 


MARYLAND STATE DEPARTMENT OF HEALTH-BALTIMORE, 18 (0) 1.6 


6930 CERTIFICATE OF DEATH Reg. Dist. Now. Aococun 


1. PLACE OF DEATH 2. USUAL RESIDENCE (HOME) OF DECEASED 


couny CG A RR6LL MARYLAND Aude RYLAN D coum (e 


CITY — {If outside corporete |imits, write RURAL LENGTH OF STAY CITY {If outside corporete fimits, write RURAL end give neerest town) 
end give neeres! town} this plece) OR 


J ; (ef ae Po 
HOSPITAL OR 5 = 2 Fin: ii DIN BRIDE, 


INSTITUTION OR 


BL NURSING /4OME 


3. NAME O! (Lest) 4. DATE (Month) {Oay) (Yeer} 


Rent ADA B DE Vid BISS Bam G/F» Sd 


6. COLOR OR 7.\SINGLE,SMARRIED, 8. DATE OF 8IRTH 9. AGE lest birthdey IF UNDER 1 YEAR IF UNDER 24 HRS. 
RACE WooWwen, ee) 


Wioowen, pivokceo, ST uly - Ys Higé ms Hb 3 i ae Devs Faia as) 


We, USUAL OCCUPATION {Give kind of work 10b. KIND OF i be | M1, BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT 
INDU: CO} 


done during most of working life, even if RY? 
} LAN 
Bb A. rd 


After this 
ry of this 


(= 
mes 


4 


J 


m 


= PER. AT He iM & 


3. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


WAS 


| INTERVAL BETWEEN 
ONSET AND DEATH 


INSTRUCTIONS 


4 ’ iene CAUSE 


ANTECEDENT CAUSE(s) DUE TO “ 3 7 Ly 
DISEASES OR CONDITIONS, IF ANY, {8} LPT AL pes an Chee, 
GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST, OUE TO 
Se es 
II OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH. 


aE ee nN ET 
19e, DATE OF OPERATION | 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 
yes [] NO 


Zle, ACCIDENT WAS UNDERLYING (] | 2Ib. PLACE (Home, form, fectory, 2ie. WHERE DID INJURY OCCUR? (Cily or town) (County) {Stele) 
OR CONTRIBUTING [] CAUSE OF DEATH | OF INJURY street, olfice bidg., etc.) 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
21d. TIME OF INJURY (Month) (Dey) (Yer) (Hows) | 2. INJURY OCCURRED 2il, HOW DID INJURY OCCUR? 

White Not while 

et work L] ot work 

a 7 - 
22. I hereby certify that | ettended the deceased from. LEA. Ad ci: a a 9.24.., that | last saw the deceased 
, and that deeth occurred at.. Ae, from the causes end on the date stated above. 


i 5 ‘ ibe 
at of ) APDRESS (Street, city, town, steto} DATE SIGNED 
HALL thy ppd. 19 ne Sb 
BURIAL, CREMATION, DATE THEREOF NAME OF CEMETERY OR CREMATORY 7/7 LOCATION (City, town, or county) VPAL 
REMOVAL (SPECIFY) 4, : ~~ 
WINTE i / M 


5 bY REGISTRAR = GN, ; ai RE ‘ ADDRESS 
pate @ -07)- IE . 


3 
4 
2 
Fi 
8 
é 
3 
ad 
¢ 
5 
€ 
3 
v 
£ 
z 
3 
3 
: 
F3 
& 
o 
is 
4 
. 
a 
uv 
° 
=z 
f 
° 
z 
s 
¥ 


e retained by the hospital or attending physician. 


> 


— TO FUNERAL DIRECTOR: The law requires that the death certificate be filed with the registrar within 72 hours after 


certificate has been executed by the attending physician and completely filled in by the funeral director, the third 


death certificate assembly should be detached for use as a burial transit permit. 


The bottom copy 
VS AISC 1-55 10M —__ 


To arrafic 


<a 
pies 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 —(}(5() ] '7 
* 6931 CERTIFICATE OF DEATH wb eioe We 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
0. 8. b. COUNTY y 
7)  £) DP 
CAPR OLL MARYLAND 4 Va, BRoa Lt 
®. CITY OR TOWN (if auiside corporate limits, write | ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest tawn) 


RURAL and give nearest tawn) 


VW oe pd 


V Wo PEARS x 
d, NAME OF HOSPITAL (if not in hospital, give street address) d, STREET ADDRESS | 1S RESIDENCE 


OR INSTITUTION ON A FARM? 


4 
2 
ca yes (] No (gj 
¥ 5 3. NAME OF Fit Middle tow 4. pare Month Day Yeor 
pee {Type or print) DICHERSo V/V | veam Jon. Oo WIE 
3 5. SEX 4" oom se RACE |7. MARRIED F>-MEVER MARRIED [1] | 8 DATE OF SiRTH 9. AGE (In yeors iS. 
wipoweo (] pvorceo ff] | /2/2 yas 


1s after deoth: Page 


lost birthday) 
yts. 


oe 100. msl OCCUPATION (Give we af work done! 10b. KIND OF BUSINESS OR INDUSTRY [ 11. SIRT! me (State or foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
ae during most of warking life, even if retired) 

§ Y BRMER -CBRPED R lOww & SWESS &KGIN/A SH 

oD, 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
RS 6 MBRY SIARTAV 
15. ae ACH EVER IN U. S. Die FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address. 
(Yes, no. oF unknown) IIE yes, give wor or dotes of service) 
) 3 
Soe ae TIMARY MQ DIQhERS os ALN WOO LAP 


18. | ]is. cause OF DEATH [Enter only ane cause per line for (a), rT and res) INTERVAL SETWEEN 


PART 1. Mea WAS CAUSED BY: a A Lo ‘ ONSET AND DEATH 


IMMEDIATE CAUSE (0} 
1977 Xx DUE TO 


Conditions, if ony, which ) 


gove rise ta immediate 
cause (a), stating the under. ( DUETO 
lying cause last. © 


Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a}| 19. feo AUTOPSY 


FORMED 
yes (J No fX 
20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Port Il of item 18.) 
‘OR CONTRIBUTING EC] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF yuarr Month, ¥ Year }20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) {County) {State 
Hour While No} Ie factory, street, office bldg., ets.) | 
jot work {[] ot as ‘ 


that attended the deceased font MME er WAS 0. 2, L-2eD _, 19922, that | last saw the deceased 
and that death occurred at_(2c 444M, from the causes and an the date stoted abave. 


WODRESS (Street, city ar town, mn DATE SIGNED. 
i, hal Pfc 
72a. BURIAL, CREMATION, | 22b, DATE THEREOF Zc. NAME OFC CEMETERY OR CREMATORY 
MOVAL (Specify) jG — 
BiWALA 3 & A 


Then please remave 


quires that the death certificate be executed within 24 


ransit permit. 


ending physician. 
After this certificate has been signed by the attending physician and completely filled 


MEDICAL CERTIFICATION 


ed far use as the buri 
the registrar priar ta burial, cremation, or remaval, and in any event within 72 ha 


Bey ee 


ed by the hospital or 


nould be 


, lawn, of county) (tote) 


TPRGLL (4) A 


24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
q ) 
a . mn) B, 4 
Ss i (2 A atell a n  a 


page 3 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 64 } 1 8 
693 CERTIFICATE OF DEATH 


Conditions, if any, which w 
gove rise to immediote 

cotse (o}, stoting the under- ( DUE TO 
lying couse lost. © 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)} 19. pe eis)! 
Manic depress.psychos.manic phase with senile chan yes []_NO 


20a. ACCIDENT ay aienTeeeaae o 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Part t or Port II of item 16.) 
OR CONTRIBUTING (J CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year }20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, , 20f. (City or town) {County) {Stote) 
Hour 0. m. While Not while foctoty, street, office bldg., etc.) + 
pom. 19 lot work [] ot work [] 


21. | certify that | attended the deceased fram....GelGm._., 19.56., ta Geel Ger. 1956...that | last saw the deceased 
alive an__Oml6— 19. 5 --» and that death accurred atZz50._P.M, fram the causes and an the date stated above, 


& db ADDRESS (Street, city or lown, stote) DATE SIGNED 
Ste Aa nd fie o. Springield St.Hospital ......_._..6x17=56. 


PHYSICIAN'S 
NAME (Type) J Oe 


us nd Lustbau: CAS 
20. BURIAL, CREMATION, | 226. DATE THEREOF Zac. NAME OESEMETERY OR QREMATORY 2d. LOGATION [fily, town, oF county Stote) 
a MOVAL (Specify) GS fe} OD CA 7 VA y Z Vhee 
LGA LL: : MOEA PCE, TH CUACEG sé 
7 UNBRAL DIRECTOR'S SIGNATURE ‘ADDRESS V4 2d. a: ey rs AR, [Peas 7RECISTRAR'S SIGNATUR 
15M 9/55 Hy Wb G DATE CA 
Ft 


@ Reg. Dist. No. 

en 1. PLACE OF DEATH 2 USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 

S °. ° b. COUNTY 

> an rroll ee ary land igrre 

€ b. CITY OR TOWN (If outside corporote limit, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporote limits, write RURAL and give nearest town) 

3 Mi RURAL ond give nearest town) 

2 Sykesville since 10--50 inge x 

= 98 d. NAME OF HOSPITAL (If not in hospital, give street oddress d. STREET ADDRESS ] @. 1S RESIDENCE 

< 32 pital, 9) ) 

3 =5 OR INSTITUTION ‘ON _A FARM? 
Se: Springfield ate Hosnit "i ves [] NO [3} 

e area 
ta) 3. NAME OF First Middle Lost 4, DATE Month Day Yeor 

eto DECEASED _ We ‘ Gy 

Seo (Type or print) Harriett Virginia Dietrich syridies 

BP ee 3 5. SEX 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE (in yeors IF UNDER 24 HRS. 
iS oa lost birthday) Hoos) ne 
2) 2 ra F W WIDOWED Bq Divorced [) 8. 29.= 1.880 

2 €3 Wo. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 86 /] —” during most of working life, even if retired) 

o a 

3 ots housewife & Maryland USA 

Bethe 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME d 

2® 58 1 i 

8 Be John C. Beachy Sara Bowser | 

= 22 1g, WAS DECEASEDEVER IN U: 5. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT Adder Pa 
Es “B 1 payor (HF yes, give wor or dates of service) ¢ 7 . . * 

g 8 RS ay Uf Bete. Hosp.Records & son Webster Dietrich,Richieville, 
See, 

3 & 2. 1B. CAUSE OF DEATH [Enter only one couse per line for {0}, {b}, ond {c)-] ATER VALARET CBN 

0 2a PART I. DEATH WAS CAUSED BY: Bronch nia 

peters o IMMEDIATE CAUSE fo tea dea tts 2 days 
i DUE TO 

° 

£ 

$ 

5 

Cr 

e 

z 

2 

© 

2 

= 


, cremation, or remaval, and in any event within 72 haurs after death. 
MEDICAL CERTIFICATION 


After this certificate has been signed by 
ed for use as the burial-transit permit. 


ed by the haspita! ar attending physician. 


RECT 


& 


page 3 should be 


the registrar priar te burial, 


TO HOSPITAL OR ATTENDING PHYSICIAN 
moy be 1 


TO FUNER. 


7 
/ 


after death. 


ooh 
Pours. 


INSTRUCT 


ICIAN OR HOSPITAL: The law 


requires that 


retained by the hospital or attending physiciah. 


Mig dosh certificate be als. . 


The bottom copy 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


06019 
CERTIFICATE OF DEATH uf | 


6933 Res. bist No../ 


7 


> 

a 

6 

8 

a 

= 1. PLACE OF DEATH 2. USUAL RESIDENCE (HOME) OF DECEASED 

° 

- COUNTY Carroll MARYLAND stat_ Maryland county Baltimore City 

iS CITY [ll outside corporate limits, write RURAL LENGTH OF STAY CITY (W outsids corporate limits, write RURAL end give nearest town} 

1 Pe OR and give nearest town) {in this place) OR City of Balti 

8 \|__ TOWN Sykesville lOyrs.e,3mosy  ‘°"" LEIS Eat 

3 HOSPITAL OF STREET (Wrurel give location) 

) street avbress Springfield State Hospital 1107 East, North Avenue v 
S 3. NAME OF | Tris) (Middle) Test) @ DATE (Moni) Dav) Veer) 

By ASE! 

2 {Type or Print) Alics Elizabeth Dorsey PEATHJUNG 23 ee 56 

2 3. SEK & COLOR OF 7. SINGLE, MARRIED, 3. DATE OF BIRTH 9. AGE lest birthday |_ IF UNDER 1 YEAR IF UNDER 24 HRS. 
a si W Months | Dey; Hours | Min. 
2 Fe W | Gemwidowed | August 12, 1879 ,, Ti | 

3 


2S. FUNERAL DIRECTOR'S SIGNATURE ADDRESS’ 


s 
< 
= 
3 
3 
~o 
= 
‘e 
2 
5 
So 
= 
a 
KR 
43 
oS 
* 
5 
s 
Sy 
, 
2 
e) 10e, USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS Ww SRINALACE (Stete or loreign country) 12. CITIZEN OF WHAT 
= : Yh done during mos! of working lile, even il ‘OR INDUSTRY COUNTRY? 
SEE ried) Housekeeper Domestic Maryland U.S Ae 
yield FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
= 3% Luther Duvall Christine Smith 
Tag £ 15. WAS DECEASED EVER IN U, S. ARMED FORCES? 16. SOCIAL SECURITY NO, 17, -& ADDRESS 
BI = palbcriiago. or ont | Uf Yes, giye war or dates ol service) | A Me uelttg 2010 E, 30th Street 
got ‘No NIL None or ng-Baltimore Ma, 
esa 18. MEDICAL CERTIFICATION TTERVAL BETWEEN 
aes I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 
Cc 
S28 | yy iatani are: oeUse w Cardiac Decompensation 10 days 
She 7 ANREEOICAUE Te DUE TO sphertoneineetis Aadays 
gy eee oe = 
ase STATING UNDERLYING CAUSE LAST, DUE TO Fesrenniaieats 
£93 ——=—_© Cerebral Hemorrhage- old(March 6, 1956 3nos.,l7days 
S82 | AT OTHER SIGNIFICANT CONDITIONS poameane 
SRS TO THE DEATH BUT NOT RELATED TO THI if 
For DISEASE OR CONDITION CAUSING DEATH. Involutional Melancholia 10 years 
+=e $ 19e. DATE OF OPERATION 19b. MAJOR FINDINGS OF OPERATION 20. AUTOPSY? 
2 i ves fx] No []} 
= ra 2te. ACCIDENT WAS UNDERLYING [] 21b, PLACE (Homa, farm, factory, 2le, WHERE DID INJURY OCCUR? (City or town) (County} {Stata} 
£3 a3 OR CONTRIB CAUSE OF DEATH | OF INJURY seQTFiice bldg., ete.) 
lA 3° (IF EITHER, Ni EDICAL EXAMINER) 
& sz ‘21d. TIME OF INJURY (Month) (Day) (Yaer) (Hour) ae gta Ga al 21. HOW DID INJURY OCCUR? 
t la 
pee NIL | Soe LO NIL 
«8 
es 8 | 22. I hereb cory that | attended the deceased from. Mareh 7 vs . 1946... to. Fane..23...., 19.56... that I last saw the deceased 
= > 
a “8 alive on.Y UNS 3 199 Aver nd , and that death occurred at S154 om, from the causes and on the date stated above. 
gigs SIGNATU rs ADDRESS (Street, city, town, stale) DATE SIGNED 
Airscd 
ge So nfeeeee 0 ata Springfield State Hospital June 23,1956 
abs : 
525 =] 23. Bes pane ‘26 THEREOF NAME OF CEMETERY OR CREMATORY LOCATION (City, town, or county) (Steta) 
Prd / . 
gots Moreland Mem. Park Baltinon 
« 
od > 


wey? Bi ies 05 Hanford Rd. 


Y. Ruck, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 G6020 
n EDICAL EXAMINER'S CERTIFICATE OF DEATH 
Reg. Dist. No. Wha 


cad 


q 
1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 


@. COU CARROLL MARYLAND. 0. STATE Maryland b. COUNTY 


b. CITY OR TOWN (it ounics comporote limit, write RURAL c, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest tawn) 
‘ond give nearesl town) 


i - Sykesville 7Y 2M 2D Baltimore VD ba bf 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS. @. IS RESIDENCE 
ON A FARM? t 


d ate Hospital 12 North Decker Avenue ves [] NO Bd 


First Middle Last 4, DATE Month Doy Year 


(ype or prim) EMILY DOTTERWEICH | Seam 6 119 56 


5. SEX 6. COLOR OR RACE |7. MARRIEQHE} NEVER MARRIED [_]| 8. DATE OF BIRTH Dighing (obese ITI ine USL. 
A Min, 
Female | _W___|woowt}__oworcror | _ 3/21/69 2 al ad 


10a. USUAL OCCUPATION ind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or fareign country) 2. CITIZEN OF WHAT COUNTRY? 
during most of working Ii n if retired) a 


housewife aryland USA 


j 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Jesse Ennis Maria Simms 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? |16. SOCIAL SECURITY NO. }17. INFORMANT Address 


(Yes, 90, oF unknown) (UF yes, give wor or dates of service) 


no Record, Springfield State Hospital, Sykesville 


Ww. ete See ae ce per line for (a), (b), ond (c).] pte SeTWeEN, 
4 pg IMMEDIATE CAUSE (0) Bronchopnevmonia 
t DUE TO 


Conditions, if ony, = fe intertrochanteric 


a 


4-should be 


cremotion, 


Ld 


ys necessary, pleose exe 
tor. 


If ony del 


File pages | and 2 with the registror prior to b! 


gove rise to immediote couse 
(0), stating the underlying(y DUE TO 
couse lost. a {e) 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. py Roe. 
ASG TORENT FO! 
ves[] NO 


Shronic brain syndrome assoc, with senile brain disease with psychosis 
4 EXTERNAL CAUSE WAS. o ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part f or Port II of item 1B.) 
PRIMARY Cher CONTRIBUTING BE |Patient was pushed to floor by another patient 


0c, TIME OF INJURY — Month, Day, Year 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, 1 20F, (City or town) (County) (tate) 
factary, street, office bldg., etc.) | 


Hover SGX Whil Not while © r 
KiTS pm 6/39 S6jorwos) otwok EI! hospital ward {Sykesville arroll Ma: 
21. t certify that | took charge of the remains described above, held an Autopsy C1. Inspectian ikl. Inquiry [a and find that 
death resuffed from: Natural causes], Accident (KJ, Suicide [], Homicide {-], Undetermined cause [7]. 


Medical Exominer's Office olong with form PM3. Poge 5 moy be retoined for your fi 
MEDICAL CERTIFICATION 


CPR: Page 3 should be used os a burial-transit permit. 
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DATE SIGNED: 


ficat 


EDICAL EXAMINER: This certificote should be executed within 24 hours offer death. 


i 
e the 


CHIEF MEDICAL EXAMINER [7] 
"ASSISTANT MEDICAL EXAMINER [7] 
NAME(yp) James T, Marsh DEPUTY MEDICAL EXAMINERE)] June 15, 1956 
To. BURIAL, CREMATION, [200. DATE THEREOF Bac. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or counly) (Stote) 
bi 6/19/56 eadowridge Nem. Pk Howard Co, Md 
23. FUNERAL DIRECTOR'S SIGNATURE_ ff DOS 7 24a, REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
Clarence F.Hoffmann 3218 Ht ; : 


ae 


M.D. 


cute th 


forwar 
TO FUNERAL DIRE 
of removol 


TO DEPU 


. 
D 


4 should be 
I, cremation, 


<: 
pat 


necessary, please exe 


tor. 


‘© 


2, ond 3 to the funeral 


f Medical Examiner's Office alang with farm PM3. Page 5 may be retained for yaur files. 


* 


If any di 


“' in pencil in Hem 18. Give Pages 1, 


< 
3 
3 
73 
s 
= 
6 
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8 
= 
~ 
rf 
tS 
zn? 
z 
73 
2 
3 
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@ 
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> 
g 
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S 
¢4 
= 
3 
S 
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€ 
g 
reg 
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Page 3 shauld be used as a burial-transit permit. File pages 1 and 2 with the registrar prior to 


tificate, writing the ward “‘pending’ 


to the 


‘© 


forwors 
TO FUNERAL DIRE 
or removal. 


TO DEPUTY MEDICAL EXAMI 
cute tl 


VS. A1SME(5) 
5M 9/55 


ae 
i 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 060 
»>MEDICAL EXAMINER’S CERTIFICATE OF DEATH cs Bae eh 


1, PLAGE OF DEATH : c 2. USUAL RESIDENCE (Where deceased lived. If institution: Revidence before admission) 
Z Carrell marviano |} STATE Ma rvland >. COUNTY Montgomery 


b. CITY OR TOWN jit ounide corporate limits, write RURAL ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporate limits, write RURAL ond give nearest town) 
‘end give nearest town) 


Rural - Sykesville lmo. li days} RFD #1, Gaithersburg 


d. NAME OF HOSPITAL OR INSTITUTION {IF not in hospitol, give street address} d. STREET ADDRESS NaS 


|__Springfield ate Hospital ves] Not] 


3. NAME C3 First Middle lost 4. Bark Ooy Y 
{Type oF print) Willian Warner Duvall beat 19 56 
6. COLOR OR RACE 17. MARRIED. oO NEVER MARRIED oO 8. DATE OF BIRTH y fi 9. AGE iin yeor 
1g b7 


wipoweo¥] —ivorceo 2/14/56 a OT 


kind af work dane] 10b. KIND OF SUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or farsign country) \2. CITIZEN OF WHAT COUNTRY? 


ven if retired) 
Agriculture Maryland USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Frederick S. Duvall Armadela Dell 
15, WAS DECEASED EVER IN U. S. ARMED FORCES? 116, SOCIAL SECURITY NO. |17. INFORMANT Address 
Yes, ne, of unknown) IMT yes, give wor of dotes of service) 


no SBS Record, Springfield State Hospital, Sykesville 


1B. CAUSE OF DEATH [Enter anly one cause per line for (0), (b), and (c).] INTERVAL BETWEEN 


Lo no uitebiate Cabs to) _Arteriosclerotic heart disease ars 
oh UES 
Conditions, if ony, = wo Gangrene of left foot 2 - 3 weeks 


gove rise ta immediate cause 

(a), stoting the underlying( VETO 

couse tot. AZT 7 we 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART Ifo]19. WAS AUTOPSY 


ntertrochanteric fracture of lef}, fem SORE 


Chron sayin ‘a eo No fd 


Reset rig aes “An gto pile nt esd ie are "Bare ibn, causing him to 
oor =F eS 


CAUSE OF DEATH. fracture 


20c. TIME OF INJURY Month, Day, Year [20d, INJURY OCCURRED |20e. PLACE OF INJURY (Home, Form, 120%. (Cty or town) (County) {State} 
factary, street, office bldg., etc.) | 


aiwot (] oven | Hospital iSykesville Carroll Maryland 
21. I certify that | tack charge of the remains described abave, held an Autapsy [_], «Inspectian€], Inquiry [[], and find thet 
d from: Natural causes J, Accident [], Suicide [], Homicide [], Undetermined cause []. 


MEDICAL CERTIFICATION 


2) mp, CHIEF MEDICAL EXAMINER oO DATE SIGNEO 


ASSISTANT MEDICAL EXAMINER ("] 


James T, Marsh, Me D. DEPUTY MEDICAL EXAMINER [3% June 1, 1956 
Zo. ee risa 2b, DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (State) 


arial J| June 16 Jennings Chape Howard Ma. 


23. peta bao TURE ane Ae mC R'S SIGNATURE 
. ripen. woe Laytoneville, Maloun 4/y/<Z | 2 f Zlees 


( 5 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 06022 


es 6936 CERTIFICATE OF DEATH wen 2 
Kr up bit ate lial) :& Pode a teth (Wherg feceased lived. If institution: Residence before admission) 
i) as 0 b. COUNTY 
/ a ttepe naa vA, CLttefl 
: 


¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (| outside corpggate limits, write RURAL ond give nearest town) 
e 
BS Hlatr) 


director, 
filed with 


ofter death. Poge 
¥ 


f 

Rats é WWLLLA SOLA ra 
ee d. NAMEOF HOSPITAL [Phot in hospital, Give stret address) d. STREET ADDRESS e. IS RESIDENCE 
=o " OR INSTITUTION ‘ ON A FARM? 
> Yi 
a EST] NOS 
£5 3. NAME OF First Middl 4. OATE Y 
hte DECEASEO ‘ 4 D2. W/ naa) an a 

3 (Type or print) VAL YZ, af LOM FEO 19.5 

2 3 6. COLOR OR RACE |7. maRRIED EYNEVER MARRIED [] ]8. DATE OF BIRTH 9. AGE (fr gor IF UNDER) at IF UNDER 24 HRS. 

Ww last tity ‘Months ee Hours | Min. 
WIDOWED [7] bIVORCED [} Pe 


10a, USUAL OCCUPATION (Give kind of work done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign cous) 
during egost of working life, even if retired) ‘* A 


ra Aad: Cds, SL ME. 


14. MOTHER'S MAIDEN NAME 
J J : i 4 


P 7, 
(AZ ZLe TP hd ME Oo A cay Ht Lei’ = 


hs ee 7S DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL Na NO, }17, mee Address A 4 
“tas; UH yes. give wor or dates of service) yy, 4 
VL0- OF -C8SE. =< Lt. Gamay - cet hhh p 


12. es OF WHAT COUNTRY? 


We S; A. 


an papers, 
jeath. 


ave carbi 
¥ 


3 
} 


¢ 


that the death certificate be executed within 24 h: 


> 
s 
& 
a 
E 
o 
5 
2 
e 
o 
© 
Bo 
S 
£23 
o® [Se 
Eg OG 
ge 18 Ll a 
282 i ter only one couse per line for (a), (b), ond (c)-] INTERVAL BETWEEN 
205 PART |. DEATH WAS CAUSED BY: eae cca 
——s F. IMMEDIATE CAUSE {o) 
owt 
ee yY ‘ DUE TO 1930 
ss 
fe > Condilians, if ony, which PS - Yo 
s ZEo gove rise to immediate 
5 esc cot'se (a), stating the under, ( OUE TO SG 
Serer lying cause lost. @ 
Se 
>. 5 ¢ ‘A Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
Weare = Ty Q PERFORMED? 
“eeses < yes Not] 
Foss = | 200, ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 1B.) 
Zeer & | OR CONTRIBUTING 1 CAUSE OF DEATH 
aeogs © | (VF EITHER, NOTIFY MEDICAL EXAMINER) 
Sstss & [20. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 202. PLACE OF INJURY (Home, farm, |20f, (City or town) (County) (Stote) 
Stes ra Hour om. While Not while foctory, street, office bldg., e aH 
zeErs 2 ean 19 fat work [J ot work] { 
Oz. ss G, 
zfs. = 21.1 se: that |attended the sea from,__27 Py a 19.3.8., to___- jth, 19:96. ,thot | last saw the deceased 
es 5 alive on.. -A4_y oe 19S. , ong that death occurred eit ‘Pm, from big causes and an the date stated above. 
Eo A Le SIGNED 
435% ~ 
ape 8s / Sewatun___ Perea £& Wet ow tnt, daek& 2¢ 
eS 
’ 26 PHYSICIAN'S — 
owes NAME (Type) LVOWARD £- Bee ee, SRN is 
EEO D Zo. BURIAL, CREMATION, | 226. DATE > = OF CEMETERY OR CREMATORY 7 FadglOCATION (City, town, or counly) (State) 
9>53° oo jfy) Wi, J. 
ipa “dd & re 7- OTT (iad . LE 
a2 mR ‘ : 24a, REC'D BY REGIS 2Ab, REGISTRAR'S SIGNATURE 
UY, HK, “a 2 , 
Ys,A1s (0) DATE ‘ 


S 


- MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 6 6 0 Py) 
6937 CERTIFICATE OF DEATH hing ROE 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admisti 
@. STATE b. COUNTY 


vocal 


1, PLACE OF DEATH 
a. COUNTY 


1 directar, 
filed with 


MARYLAND: M 


b. CITY OR TOWN {If outside corporote limits, write c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
RURAL ond give nearest town} 
‘kesv mos days Greenmount x 


ofter death. Page 4 
Wiss 


2 
2 2 d. STREET ADDRESS e. 15 RESIDENCE 
th 1N ‘ON A FARM? 
— - Springfield State Hospital ves C1 No [t 
= 3 6 3, NAME OF First Middle tot 4. DATE Month Day Yeor 
23 (Type oF print) Theodore iS Fowble DEATH June 25 1956 
: 3 S. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [} | 8. DATE OF BIRTH 9. AGE (In years IF UNDER 1 YEAR| IF UNDER 24 HRS. 
o Male Whi! logy birthdoy) Min: 
te |wowen gg —ovorceot] | Dec,.6,1868 yn. 
Oa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
) | during most of working life, even if retired) 4 
Mechanic - plumber (pa PEGE — aryland UeSeAe 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Richard Fowble Mary Fowble ALTIIDE 
{| fies ne. or unknoren) [tt yes, give wor or dates of service) 
No - pringfield Hospital records 


18, CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond (c}-] 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a] 


DUE TO 


in 72 haurs after death. 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave carban papers. 


Conditions, if ony, which rs 
gove rise to immediote 

cotse (0), stating the under. ¢ DUE TO 
lying couse lost. {c). 


. Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a){ 19. Bese 
Bronchopneumonias C.B.S.asso.with senile brain disease ,with hotic) vO Nom 
20a. ACCIDENT WAS_UNDERLYING 0) 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 
OR CONTRIBUTING 1 CAUSE OF DEATH : ie reaction. 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY [Home, form, 5 20f. (City or town) (County) (State) 
Hidde: ae. White Not while foctory, street, office bldg., etc.) ! 
p.m. 19 Jot work [1] of work [J H 


21. | certify that | attended the deceased from,__.J&Me si, ___, 19.56 , to_.. _dune_25__, 1956 that ! last saw the deceased 


MEDICAL CERTIFICATIONE. 


fter this certificate has been signed by the attending physician and completely 


ed far use as the burial-transit permit. 


OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 
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BY 
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ro 
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alive on___.dmne 25. es 6... and that death occurred at]. 23Noom, from the causes and on the date stated above. 
a ADDRESS (Street, city or town, stote) DATE SIGNED 
20 ACTUAL 
ze? eae uo. .._Springfield Hospital, 6/25/56 
i a Naneiye) Walther H, Sonnenfeldt, M.D. Syke ille, Maryland 
SSyo Wo. BURIAL, CREMATION, | 22h, DATE THEREOF Ze. NAME OF CEMETERY OR CREMATORY Zid. JOCATION (City, town, gr county) (State) 
2 z2 8 REMOVAL (Sp9pity) 27 Os Gd y 
o fo a PMWM aj EL o aK, 
Pr oF 2d FUNERAL ones ors sGKATIRE ‘ADDRESS f ‘4b. REGISTRAR'S SIGNATURE 
my y) 
eno is-2 . fy fl £ /} DATE y 4 ere Z ae 


» ® 


lj 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 06024 


CERTIFICATE OF DEATH Ait Oe a 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution) Residence before admission) 
e. county Garroll mamano || °F Maryland &OTy  Garrel] 


b. CITY OR lpia! {IF outside corporote limils, write ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 


gove rise to immediote 
cotise (0), stoting the under. ( OVE TO 
lying couse lost. a 


ires 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED 40 [HE TERMINAL DISEASE 


OMDITION GIVEN IN PART 1(0)]19. WAS=AU' 
PERFORMED? 
yes] no] 
2o, ACCIDENT vata UNDERLYING. Oe 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port lor Part It of item 18.) 
OR CONTRIBUTING C] CAUSE OF 
(IF EITHER. NOTIFY MEDICAL EXAMINER), 
20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
Hour 0. m. While Not Bt factory, street, office bldg., etc.) | 
p.m. jot work [[] of ft) H 


21. | certify that | attended ees oy beet (2.____, ING, whe ee ae 1951S that | last saw the deceased 
. fram the causes and an the date stated abave, 


TiRaL k ¢. LENGTH OF STAY IN Ib 
s = 
spthinater 468 years Westminster 
da Peretti ee {If not in hospital, give street oddress) d. STREET ADDRESS e. tS Caer 
IN! ON Al 
69 Pennsylvania Ave. 69 Pennsylvania Aye. vs Noo 
= 2% 3. Ree & First Middle lost 4. pare Month Doy Year 
ee Ree ide Helen Margaret Garey cle odune 23 19 56 
€ = 
ce >e 5. SEX 6. COLOR OR RACE | 7. MARRIED [] NEVER MARRIED oO 8. DATE OF BIRTH * poe ‘aul AF UNDER 1 YEAR) IF UNDER 24 HRS. 
= o Zh Y Mi 
oT kets Female White = |wiooweo%  oworceoq) |May 4, 1897 is) A eile Sg ¥ 
2s 
= 4 a Wa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
gy Boag) , during most of working life, even if retired) 
ove Housewife Own Home Chestertown, Maryland USA 
a Q 3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
§ Arthur M. Brown 
ueetd I ° Deborah Lambert 
P3 = ra 15. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address. 
= a & 4 oe al (tt yes, give war or dates of rervice) 
ce, leas = = = - - = ~ w Arey, Westminste fd 
= onG: 7 
5. aie 18. CAUSE OF DEATH [Enter only one couse per mp é Aspe A \ 
3 26 PART |. DEATH WAS CAUSED BY: 4 > ONGEL ANC DEATH 
2 4 § IMMEDIATE CAUSE (0) 
3 tHe DUE TO 
ay Conditions, if ony, which i. 
3 
oe 
3 
# 
iS 
3 
2 
3 
£ 
fa 
° 


ed far use as the burial-transit permit. 
the registrar priar to burial, crematian, ar remaval, and in any event within 72 haurs affér death. 
MEDICAL CERTIFICATION 


hospital ar attending physician. 


alive an__! ~-. IES and that death accurred phe 


ATTENDING PHYSICIAN: The low requ’ 


x {J 

55° ACTUAL 

avuvo SIGNATURI 
3 : 

Fa mucans 8. Luther,Bare, M 79.W...Main St. Westminster, Mde 
Fa 88 © ‘22a. BURIAL, CREMATION, | 22b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, or county) {Stote) 
£32 BaigT”’ |tune 27,56 | Baltimore Nationa Baltimore, Maryland 
2 2 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

YSAIS) John R. Byers Westminster, Marylantir / . 4 tnd (Dn 


; MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 6 (} yA) 
6938 CERTIFICATE OF DEATH. 


waa 


Reg. Dist. No. 2 


~ ce 
Ss 3 S 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceated lived. 1 institution: Residence before admission) 
2 / ch V4 b. COUNTY 
e 2 MARYLAND 
ig AKRO "UHL AR pote 
< “ b. CITY OR TOWN (If outside corporate limits, write c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
7 RURAL ond give nearest town) r 
s g ES, Eg 27 
2, | d. STREET ADDRESS. e. ‘s RESIDENCE 
: 4 fle Cf PELE LD ST ves [No — 
3. NAME OF First Middle lost 4. DATE Month Day Yeor 


(Type or print) EDs Yo STHRE OEY. wad DEATH SUNE G 956 


15. SEX 6, COLOR me RACE 17. MARRIED -NEVER MARRIED [] mn DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
/ v4 9 4 los} birthday) gurl Sa 
HG / O wipoweED [] Divorced [J SG Z, gi 


sive a ‘of work done] 10b. KIND OF BUSINESS OR ths. 17. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
istinattneuict wortaia lie even i tetired) 


D0 Mep HARDWARE | £L i aS OL Ge 


14. MOTHER'S MAIDEN NAME 


HAR’ AD STARK 


15. LE, 4. Le D an INU, Lt Avo FORCES? 16. cS SECURITY ae oe Ls Address 
Yes, 10. oF unknown) {if yes, give wor or dates of Ti g 
Lf 39-7} M1 Hd E40, CE he 


1B. CAUSE OF DEATH | ]1B. CAUSE OF DEATH [Enter only one cause pef Fr only one cause p nd for (a), (b). ond JT (a), (b). ond ew ; y a INTERVAL BETWS N 
0 


ANI TH 
PART 1, DEATH WAS CAUSED BY: Oo LANG ye 


IMMEDIATE CAUSE (a 
“eld./ DuE TO 
Conditions, if ony, which r 
gove rise to immediate 


cause (0), stoting the under- 
lying cause fost, 


a 


Ail 
= 
& 
ce 
5 
=. 
9° 
a 
tal 
S 
2 
-O 
Ee 


Then please remove carbon papers. 


Past il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT fELATED TO THE TERMINAL DISEASE CONDITIO! fi IVEN IN PART 1(a)|19. ar AUTOPSY 
200. ACCIDENT WA! IDERLYING (). 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Part 1 or Part Il of item 1B.) 
OR CONTRIBUTING @] CAUSE OF DEATH 


PERFORMED? 
ves [] NO 
(WF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year {20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm. | 20F. (City or town) (County) (State) 
Hour a. #2. While Not while factory, street, office bldg., aah ' 
p.m. 19 fat work (J at work [J 3 abs Jig 


21. | certify that me Sen saw the deceased 
alive on____i and that death ecaired a ZS =f_M, from the causes ana on the date stated above. 


MEDICAL CERTIFICATION, 


spital or attending physicion. 
fter this certificate has been signed by the attending physicion ond complet 


ho: 
Sager: 


d for use os the burial-transit permit. 
the registrar prior to burial, cremation, or remaval, and in ony event within 72 hours after death. 


IR ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed wi 


= ‘ [ADORESS (Street, ci 
Bess | (sum =e Zz : 
s Res SIGNATURI M.D. Saath oO te a antigay oll 
2 
a 2 PHYSICIAN'S Se Tr 
ee e2 NAME (Type) L UTTER DRRE DPo' Oe dn. a Oe, ER 
SSS Zo. BURIAL, READE “a DATE THEREOF ‘2c. NAME OF CEMETERY OR GREMATORY ad. LOCATION (City, town, or an (Stote) 
2 >2 S REM oo (Specify) ny) 74 
ofo et ah NE ZA Ce 4 LA TEM ND2- 
- » nomen SIGNATURE ‘Zab. REGISTRAR'S SIGNATURE 


LE Ott 1e/ 


VALE 


 * 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


6939 CERTIFICATE OF DEATH 060 


Reg. Dist. No. @) 


\, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. if iesttuion: Residence before admission) 
9, DPR, MARYLAND q b, COUNTY 
CA iit" NM A fi f 
b. CITY OR TOWN [If outside corporote limits, write |e. LENGTH OF STAY IN 1b c. CITY OR TOWN (If oulside corporote limits, write RURAL ond give nearest town) j 
‘ Ri yp ‘and give nearest tawn) ‘ ; } 
% Vhia RoRAL| 3MenTHSs || KA YOR [= Z2VaGl-4 | 
< 2 an dé — is HOSPITAL (If not in me give street address) STREET ADDRESS e, 1S RESIDENCE 
Sa = Be 14 OR INSTITUTION ON A FARM? 
aS yes [] NO a 
: a Hy 
& 3. NAME OF Fi Middl 
ess es Pp fe iddle Month Day Yeor 
& 2; (Type or print) Lb DYS KEE ae JUNE 22 19S € 
Ss 5. SEX 6 = OR RACE |7. mARRieD [] NEVER MARRIED [] | 8. DATE OF BIRTH GE (in yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS, 
3 a) a Months] Days Min 
é F wioowen [}—~ oivorceo] Aor Ff - / Y7¢ 
a. Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign bbl 12. CITIZEN OF WHAT COUNTRY? 
23 ; during most of spe even if retired) 
eine | He FE OWN Home ARYLAND Ld Sf 
Bs 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ss fi 
: JosHvA GREEN KATIE  DoRSEY¥ 
o 
& 


Pa 


1s, WAS eo EVER IN U. S. ARMED FORCES? Ress yo eps , INFORMANT ‘Address 
Yes, 90. oF unknown} (IE yes, give wor or dates of vervice) . 
) NO a7 GEORGE GREE, UN lop BE ASTD, 


EP OTY L g £241 = 


that the death certificate be executed wil 


e 
3 18, CAUSE OF DEATH [Enter only one couse per lingefpr (0), (b), ond (c).] INTERVAL BETWEEN 
a PART I. DEATH WAS CAUSED BY: Mh rf p OP eye atgs 
§ . v IMMEDIATE CAUSE (0! A KLhAbtl—-aA Ott) MAlcE es Ba IL ALEALS 
# 231X DUE TO . A\ 
Conditions, if any, which . 
$ gave rise to immediate 
aS couse (0), stating the under. ( OVE TO 
lying couse lost. to. 
Past I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)]19. Was AuTOrSY 
¢ yes] noo 


20a, ACCIDENT NG Teeeeee ort Qa 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


eS 

20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn) (County) (Stote) 
F P factory, street, office bldg., etc.) ! 
Hour. n. While Not while Y 3 t 
Pom. 19 jot work [] ot work [] t 


MEDICAL CERTIFICATION. 


spital or attending physicion. 
fter this certificate has been signed by the attending physician and completely 


led for use os the burial-transit permit. 


the registrar prior to burial, cremation, ar removal, ond in any event withi: 


ww 

21. | certify that | attended the deceased, from._, A , 19,522, to <5 Seren WwSLothat | lost saw the deceosed 
olive on_. a whe, and thot deoth occurred ot . the couses ond on the date stated above. 
1, city oF town, nk ATE SIGNED 


R ATTENDING PHYSICIAN: The jaw requi 


fe) 
ed 


by (es ho: 
nec 


SGNATURI 2 4*4A 4 M.D. se A /, a Adc ee iota! & 
PHYSICIAN'S = de: 5 Lae 


NAME (Type) 


I] Zab. DATE THERES DATE THEREOF Ze. Ni ME OF CEN a OR CREMATORY ‘7d. LOCATION (City. town, or county) (Stote) 
a 67S MT NleNT OW MD 
2da. REC'D BY mrclvene ab. ISTRAR'S 3 SIGNATURE BS 
g acd Kor 
qq DATE b lnndhe x, /\e saga 


A 


page 3 sliould be 


TO HOSPIT, 
may be ry 
TO FUNER. 


¢®” 


oll 


le oi, & STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 06027 
CERTIFICATE OF DEATH 


Reg. Dist. No. 


~ ce 
be 3 4 ie Rector: OEATH as jah iat perarce (Where deceased lived. If institution: Residence before odmission) 
° 85 °. b. COUNT 
* 32 Carroll "Maryland Carroll 
< B. CITY OR TOWN (If outside corporole limits, wrile |c. LENGTH OF STAYIN Ib || ©. CITY OR TOWN (if outside corporote limits, wrile RURAL ond give nearest town) 
A rw) RURAL agin ones nearest Jown) - 
7S tminster Westminster 
= 2:9) d. NAME OF HOSPITAL (If not in hospitol, jf Te d. STREET ADDRESS *., IDENCE 
S £5 henton ao eee ee 6 * ON A PAR? 
~@: 3 Liberty St. Led NO TE 
ce 
6 3. NAME OF Fi Middl 4. DATE 
me DECEASED. re idle lost Da nek: Yeor 
Fi (type or prin) CHARLE We GRIMES DEATH 2h, 1956 
4 2 5. SEK 6 COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 


9 egy cg IF UNDER re IF UNDER 24 HR! 
ox br 
male white wioowe Gt vor] | 5-2-1872 a ee 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) U Ss 
e e 


retired farmer owner Maryland 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
nots We Grimes Lucinda B€ilison 
no none Miss Esther Grimes Same 


18, CAUSE OF DEATH [Enter anly ane cause per line far (0). pb). ond (c).] s 
PART 1. DEATH WAS CAUSED BY: = 
IMMEDIATE CAUSE (0! “ 


74 J DUE TO 


ban papers. 


— 


cate be executed within 24 h 


may. 
id off 


INTERV a BETWEEN 


Then please ret 


that the death cer 


Conditions, if any, which rm 
3 gove tise 10 immediate 
= cote (0), stoting the under. (| OVE TO 
lying couse lost. cy 
Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIOM GIVEN IN PART I}]19. WAS AUTOPSY 
if} 
kk (), A A i O_.. nA, ves [] NOL 


200. ACCIDENT WAS UNDERLYING (] 20b. DESCRIBE HOW -INGURY OCCURRED. (Enter nature of injury in’ Port | or Port Ml of item 18) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


'20c. TIME OF INJURY Month, re Year } 20d. INJURY OCCURRED. 20e. PLACE OF INJURY {Home, farm, H 20f. (City or town) (County) (State) 
Hour o. m. While Not oy factory, street, office bldg.. etc.) | 
p.m. jot work [[] of work t 
[yA 


R ATTENDING PHYSICIAN: The law requ 


fter this certificate has been signed by the attending physician_ond completely filled 
MEDICAL CERTIFICATION 


d for use as the burial-transit permit. 


jospital ar attending physician. 
the registrar priar ta burial, cremation, ar remaval, and in any event within 72 hai 


: 21. | certify “4% 7 the deceased me a : 

y olive on____..- “Za, » 12242._, ond thot eos occurred at, 

a J ral JATE SIGNED 

55% , ¢ < 
a 3 e 2 / het. LL Se. 
@ es. aie anes OEE ES we EN Sdn SS 
a 3B 3 po 220. BURIAL, cieMagN ‘22. DATE THEREOF Zc. NAME OF CEMETERY GWEREN AREY. 22d. LOCATION (City, tawn, or county) {Stote) 
252s BUEN” [6-27-1956 |  Bethesd Carrell Wsjareee© 

oR g - 6 esaa es 

= 
e 2 z ADDRESS 24a, REC'D BY REGISTRAR ‘2db. REGISTRARS SIGNATURE 


4 


Ysals se Winfield, Maryland oth. 2-Sb| Jere V/7utly 


4 should be 
Smation, 


“ths 


‘ory, please exe 


neces: 


tor] 


¢ 


{f ony de’ 
your files. 


pencil in Item 18. Give Pages 1, 2, ond 3 to the funeral 
File pages 1 and 2 with the registror priar to 


f Medicol Exominer’s Office along with form PM3. Page 5 may be retained for 


: Poge 3 should be used as a buriol-transit permit. 


writing the word “pending” 


€ 
§ 
3 
s 
= 
i} 
ba 
5 
3 
2 
a 
— 
= 
= 
2 
2 
> 
3 
g 
cy 
° 
2 
a} 
> 
3 
2 
5 
i 
& 
= 
3 
8 
2 
i= 
‘@ 
& 
Zz 
= 
< 
bad 
iA] 
= 
q 
¥ 
a 
a 


tificat 
fo the 


Ml 
t 


« 


forwor 
TO FUNERAL DIREC’ 


of removol. 


TO DEPU, 
cute t 


VS. AISME(5) 
5M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 } 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH = 6028 


6946 Reg. Dist. No. 77 
1, PLACE OF DEATH 5 2. USUAL RESIDENCE Gyr decsored ved, item Rede iter cdiien) 
2 COUMY nro] marrano || estate Maryland b. COUNTY 


b. Ve OR atta (1 outside corporate fiminy, write RURAL ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (IF outside corporote timits, write RURAL ond give nearest town) 
give neo 
9M_10D Sparrows Paint o xX - 6 


d. STREET ADDRESS r Bu RESIDENCE 


‘ IN_A FARM? 
108_H.Strve 


bey fie nba yess no Ty * 
3. NAME OF First Middle 4. DATE Month Yeor 


DECEASED oF 
appease rina) Carlton HAMMERRACHER DEATH 6 1956 


5. SEX 6. COLOR OR RACE }7. MARRIED [[] NEVER MARRIED fj] 8. DATE OF BIRTH shes ae pre 
Male W wiooweo [] pivorceo [J 5 / 20 VA 27 29 yn. 


Wo, USUAL OCCUPATION (Give kind of work done] 10>. KIND OF BUSINESS OR INDUSTRY | $1. BIRTHPLACE (State or foreign eouniry) N2, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


woodworker Maryland USA 


3, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


John Laurence Hammerbacher Catherine Bean 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. [17. INFORMANT Address 


Yes, no, oF unknown) I yes, give wor or dates of service) ‘ 7 " 
no Al So. Springfield State Hospital Records 
18. CAUSE OF DEATH [Enter only one couse por tine for (0), (b), ond (c}.) cr Beret 
PART I. W: BY: + 
P. PEATMEOIATE Cause fo) __ Multiple lung abscesses 
Dede | DUE TO 
Conditions, if ony, which Empyema 
gove rise to immediole couse 
{0}, sloting the underlying 
couse lost. Erm 


PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}/19. iad 
RMI 


hronic brain syndrome associated with convulsive disorder ves no) 


20a. EXTERNAL CAUSE WAS 20b. Gn. 11/2 28/55 pte Peel. [Enter aie of Injury jn el: it Part I of, aa 1B.) 


PRIMARY Cl or CONTRIBUTING C& Di aying » susta ‘ined fracture of lower 


Qdc. TIME OF INJURY Month, Day, Year" ]20d, INJURY pegs F2be. F = SAR PE eat eats a OF omy 

Oise 8 wee |owok C] crue oH Hospital bail. field Sykesville Carroll Md. 

21. | certify that | toak charge of the remains described abave, held an Autopsy fx], Inspection [3J, Inquiry [, and find that 
It¢d fram: Natural causes Kj, Accident O.. Suicide [], Homicide [7], Undetermined cause [7]. 


J. ee) Mop, CHIEF MEDICAL EXAMINER [] DATE SIGNED 
ASSISTANT MEDICAL EXAMINER [7] iS fs FF Tee 


DEPUTY MEDICAL EXAMINER {J 
22d. LOCATION (City, town, or county) {State 


V7 al Me a. Ssiyf- 


‘2da, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


1 week 


MEDICAL CERTIFICATION, 


LV. £L' 


oe? 


2 
s 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 6 6029 
6 94 CERTIFICATE OF DEATH 


ont 


a 
Reg. Dist. No. Yd 
a 


Se 
Ey ¥ = K eCOURTY - = 2 ee Ses (Where deceased lived. If institution: Residence before admission) 

5 $5 a. = °. b. COUN’ 

"aed « CAPROL L canis 2 Mp. ARRO 

£ ™ b. CITY OR TOWN (lf outside carporote fimils, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 

8 Ls ¥ RURAL and give nearest town) ts. R . 

= * J AU RALY 56 : VAL A nf AN = 

= d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
o OR INSTITUTION 


: 


NY TANET Towns [Poa TANETTOwn Ro eC NOLS 
lost 


Trowy He 


| 


89.00 0b 2 \FAWNE B Horning, We spon st ete, 


ee 
£6 3. NAME OF 4. DATE M ¥ 
pe DECEASED OF Ren i ie 
am (Type or printy fo) i DEATH fF i) 195 6 
Ret’ 5. SEX 6, COLOR OR RACE [7. MARRIED [A>NEVER MARRIED [] | 8. OATE OF BIRTH 9. AGE (In years [IF UNDER I YEAR] IF UNDER 74 HS. 
ee we lost birthdoy) [Monihs] Doys | Hours] Min 
5 hayed fo Divorced (] H yrs. 7 
23 A WIDOWED [} ao 3 

& 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

cy during most of wring fife, even theatired) G 

5 JE; oft Fer IS BRR — A SLMaARYS Go. 1p. Ss: 

a 13. FATHER'S NAME : 14. MOTHER'S MAIDEN NAME 

$ 5 

o OF ~ ~ — 1 

¥ orae W. Hopi SORNELIA DLUVFORD 

8 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? [16, SOCIAL SECURITY NO. |17,_ INFORMANT TAN Aes 

& Wes, no, oF onknowe) i : ry) 

rt 

& 

a 

« 

§ 

= 

3 


|, cremation, or remaval, and in any event within 72 hours after ws 


a 
E 
° 
e 
uv 
2 
5 
< 
RS 
2 
x 
= 
a 
Da 
£ fo ___). 
2 . CAUSE OF DEATH [Enter only one couse per tige for (0), (b), ond (c).] iy, INTERVAL BETWEEN 
i PART I, DEATH WAS CAUSED BY: : HA y aad OS SERAMD Beaty 
Fy ‘ IMMEDIATE CAUSE (0) BO LL heh hg te-s a ¥ M46) 
2 / DUE TO 3 Vi t : 3 Wy 
5. Conditions, if any, which " VW Lt tht Curbs La ae 
ye gove rite to immediate W) at 4 
Sa. cause (0), stoting the under. ( DUE TO a S l/ 
ya 5S lying cause last. te VA AACAA LDF? UA tat G 
She eg cesar 64, d 
i bs 5 z Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART alt) Wo. WAS AUTOPSY 
SB ce) ia eae rem od PERFORMED? 
: & 
55 & ys) NoO 
carer & | 200. ACCIDENT WAS UNDERLYING L)__| 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Part It of item 18) 
g$ E | or CONTRIBUTING LJ CAUSE OF DEATH ‘ 
282 & | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
Su6 & |20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED  [Z0e. PLACE OF INJURY (Home, form, | 20F, (Cily oF town} (County) (Stole) 
Sea8. ray Hour a. n, 19 [While Not white factory, street, office bidg., etc.) t 
si A 3 p.m. jat work [“] ot work [7] = Mh het 
ay v g 7 
e355 21. | certify) thot | ottended the deceased from.“ PLA-C€ welds SS tog Thee, G19. 20sthat | last sow the deceased 
<, 


olive on 


Ly al takes and thot death occurred o' (gh 4) . from the causes ond on the dote stoted obove. 


# 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 h 


3 
4 / tree, city of town, stal DATE,SIGNEO 
38 * 7 
2ga% | ieee Cte, Ther debg/ : MW G. OLS 
pa 
35 PHYSICIAN'S VA 
fad s NAME (Type) ee Se i Ree eae SS 
a a3 ae To. DURAL, EES - DATE THEREOF Zac, NAME OF CEMETERY OR CREMATOR 22d. LOCATION (City, town, or county) (State) 
>D.a* REMOVAL (Specil a Dp 9 y 
Siete Buin Lo 9-175 6 ADoW BRANCH LE N- LWEST MIST, Mp. 
ee 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Wa! wk Ban kARpisoy ly pp - low %. §-5 4 7 he 


& 
oo 


after death. Poge 4 


re 3 
6 . 
Pages | and 2jshau 


jires thot the death certificote be executed within 24 h; 


R ATTENDING PHYSICIAN: The law requ 


1 ; MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 = ()O()3U 
64 CERTIFICATE OF DEATH 


» Reg. Dist. No. 
¥ = ~ in joie stall x OO pptlegliane (Where deceased lived. If institution: Residence before admjsion) 
I a , 
52M ) Carroll MARYLAND Maryland UN Bolte. city 
a. b. city or TOWN (If outside corporate limits, write Tc. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (IF autside corparate limits, write RURAL ond give nearest town} 
4 ondigivg, aapeest tor 5 
Xx Sykesville 20yrs,3mose Baltimore Voip ee 
me =| d. De THETOR {If not in hospital, give street oddress) d. STREET ADDRESS e. pane eas 
j Springfield State Hospital 2309 Belair Road ves (] NOX] 
3. NAME OF First Middle last 4, DATE Month Doy Year 
DECEASED OF 
{typs'or print Mary Kirkner | DEATH June 30 19 56 


8. DATE OF SIRTH 


Sept. 30, 1885 


9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthdoy) Min. 


yrs. 


S. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [26 
Female White wioowep ] _—somtvorceo [] 


11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


ae 10a. ely SOON eae kind of | 10b. KIND OF BUSINESS OR INDUSTRY 
= juring mast af warking life, if retired) 
8. /| Housework - malt (AC Maryland U.Sede 
x 3S 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
at 
oy Edward Kirkner Catherine Schmidt 
NS. 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY, NO. |17. INFORMANT Address 
5 Yes, no. or unknown), (IF yes, give wor or dates of service) ' ra 4 . 
3 No Z. pringfield Hospital records 
8 1B. CAUSE OF DEATH [Enter anly one cause per line for (0), {b). ond (<).] INTERVAL BETWEEN 
a PART 1. DEATH WAS CAUSED BY: 
§ IMMEDIATE CAUSE (o} + 
= DUE TO 
ans, if ony, which iis 
gove to immediate DUE TO 


cotse (a}, stoting the under- 
lying couse last. (e). 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ae WAS AUTOPSY 


PERFORMED? 
Schizophrenic reaction, paranoid type 


ves] Nox] 
20a, ACCIDENT WAS_UNDERLYING 0) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day. Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City ar town} (Caunty} (Stote} 
Hour 9. m. wi Net while foctory, street, affice bldg., e 
p.m. 19 lot work (] ot work ([] ‘ 


21. | certify that | attended the deceased from_ Oct» 20, 19S, to_sIune. 30 ___, 19.56. ,that | lost saw the deceased 
alive on_______June 30 ___, 1956. ‘ond thot deoth occurred atl: 30.PM, from the causes ond on the dote stated above. 


MEDICAL CERTIFICATION 
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3 
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5 
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Rnd S. sol, ADDRESS (Street, city ar town, stote) DATE SIGNED 
r-} / : : 2 

pet a3 / $te CG ua innpl Lucihan wo. Springfield SateHospital _____! 6/30/56. 

3 PHYSICIAN'S 

-@: NAME (Type) Edmund Lusthaus, M.D Sykesville, Md _ 

BBEO Yo. BURIAL, CREMATION, | 22b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 72d, LOCATION (City, town, or county) (Stote) 

9,53 REMOVAL (Specify) 

eege is Fulsy 954 QO e ene ter Baltimore, Maryland 

2 “ 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

Nay Yl H. SANDER & SONS, INC. Balto. ,Md. pate 2/0 Ol eres Z 


ke hospital or ottending physician. 


ot 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0603 
6043 CERTIFICATE OF DEATH ee dit. No. WO 


2. Lokal RESIDENCE (Where deceased lived. If institution: Residence before admission} 


a. b. COUNTY 
Maryland Carroll 
c. CITY OR TOWN ([f outside corporote limits, write RURAL and give nearest town) 


Rural, Taneytown 


1 Ly elgg 
a. 
Carro. 1 MARYLAND 


b. CITY OR TOWN (If autiide corporate limits, write |e. LENGTH OF STAY IN Ib 
12 Yrse 


with 


after death: Page 4 
ie | 


! director, 


RURAL ond, ive nearest town) 
Rural, faney town. 


x 


gove rise ta immediote 7 
couse (a), stoting the under. ( CUETO 


lying couse lost. a) 
Past It, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART To) 


ransit permit. 
, cremation, or remaval, and in ony event within 72 hour: 


19. WAS AUTOPSY 
PERFO! 


RFORMED? 
ves [] NO a 


20a. ACCIDENT WAS_UNDERLYING C] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enler nature of injury in Part | or Part II of item 18.) 
‘OR CONTRIBUTING [1] CAUSE OF DEATH = 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


So ea a oo oer 
20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, | 20F. (City or tawn} (County) {Stote) 
Hour a. py. While Not while foctory, street, office bldg., etc.) | 
p.m. 19 ot work [7] ot work [7] ‘ 


21. | certify that | attended the deceased from... = 23>, 19SG, to. pe S.., 19.5, that | last sow the deceased! 
alive on____ Dieerdee Karen, hates, and that death occurred at,._4.230 M, from the causes and on the date stated above. 


ADORESS (Street, city ar town, state) DATE SIGNED 
ACTUAL Kf ; 
SIGNATURI Na a Oa nt ae MAL EP heal 


PHYSICIAN'S = * g oe 

mm 7 A beg oG@ mp Lyey BRiRG 

Zo. BURIAL TaN) ‘Zc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, tawn, or county) (Stotey 
ies 1/1/56 Baust Church Cemete Nr. Taneytown, Carroll Co., Md, 


, 23, FUNERAL DIRECTOR'S SIGNATURE ~ ‘ADDRESS 2Ab REGISTRAR’S SIGNATURE p Ee 
YEAS (a yr LZ ACH Atl / “ol PH, Littlestown, Pas ony “ O4G Chal) if V] Q a 


’ £ x d. Oe entunon (If nat in hospital, give street oddress} d. STREET ADDRESS e Sree - 
SS ) Taneytown, Md. R.eDel Taneytown, Md. R. Dw. 1 ves ( No 
ee 
Ape eis { 3. NAME OF First Middle lost 4. DATE Month Day Yeor 
oS DECEASED OF 
a 2s {Type oF pried) Herbert Nelson Koontz DEATH 6/28/56 19 
c = pene aad 
ey Geol 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IFUNDER 1 YEAR] IF UNDER 24 HRS, 
4 o* an lost pene Months] Doys | Hours] — Min. 
Si B Male White  |wwoowen pt oivorceo [J 4/10 /1880 7 ys. ‘ 
an VO. USUAL OCCUPATION (Give kind af work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CHIZEN OF WHAT COUNTRY? 
ges / during most gf working life, even if retired) 
2 8 Farming Farm Carroll Co., Md. U.SeAe 
i 2 S i 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
e = 
“ae Henry Koontz Mary Frock : 
£8 = ra WAS Pee toevents U.S. maeD om 16, SOCIAL SECURITY NO. |17. INFORMANT / air: RAG-TS7UT- Address 
= os] es, no. oF unknown 1, give wor dates of teviee Se 
ge @|_No 212-1))-6957| William R. DeGroft, R.Del, Taneytown, Md. 
28 18. CAUSE OF DEATH [Enter anly ane couse per line for{5P} (b}, ond (€)-] is, INTERVAL BETWEEN 
Hy . 
aa PART I. DEATH WAS CAUSED BY: to A p ; p. haa Oia) 
bara She IMMEDIATE CAUSE (0! Z KO 1? 4 A (RA ha fA Ee Pao 
= ‘“ DUE TO — ‘ \/ 4 
> 7) ui {/ Oo a 
s Canditians, if any, which ow 2*4Cine "Ct 3 tT t 
z 
AS 
. 
S 
3 
a 
iy 
2 
2 
9 
8 
= 
= 


is cer 


MEDICAL CERTIFICATION 


led for use os the buri 


fter thi 


* 


d by the hospital or attending physician. 


RECT: 
page 3 shiauld be d 
the registrar prior ta burial, 


may be 1 


TO HOSPITALOR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed with 
TO FUNER. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
t 06032 


rate : CERTIFICATE OF DEATH ih. 
32s M 1. PLACE OF DEATH 3 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
2 Sey maryiano || & STATE b. COUNTY 
. = sl Q ary iam 38 
< 


¢, CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


« 


2 shoul 


‘d. NAME OF HOSPITAL (iF not in hospitol, give street oddress) | I STREET ADDRESS 2 7 . 


the f 


‘OR INSTITUTION 


‘ 


icote hos been signed by the ottending physicion and campletely filled i 


5 . NAME OF First Middle lost DATE 
= DECEASED OF 
3 es egeret Adelaide Elizabeth _lLeitzer DEATH 4 9 
ti 5. SEX 6. COLOR OR RACE |7. MARRIED} NEVER MARRIED ff] | 8. DATE OF 8IRTH 9. AGE (In yeors 
lost birthday) Doys 
F W wioowep [J Divorcep [] ghee 


12. CITIZEN OF WHAT COUNTRY? 


U.S.A. 


100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country} 
during most of working life, even if retired) 


Lerk Banking aryland 


13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


en Mar f saka S 


e) Qe ES 
7 HER at ea se lL EI ee asad 16, SOCIAL SECURITY NO. ]17, INFORMANT ae as above 
) 4 None | Hospital records & Mr Joseph “eitzer, brother 


. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-} INTERVAL SET WEEN, 


PART I. Ww, ie 
RT. DEATH MEDIATE cause bp Metastatic car 


Then please remave carbon papers. 


72 DUE TO 

Conditions, if ony, which Carcinoma of ovary ug 
gove to immediote 

cotse (0), stoting the under. ( OVE TO 

lying couse tost. {c). 


Schizophrenic reaction,hebephrenic type 


20a. ACCIDENT WAS UNDERLYING D 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Port Il of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED — |20e. PLACE OF INJURY {Home, form, | 20F. (City or town) (County) (Storey 
Hour om. While Not while foctoty. street, office bidg., etc.) | 
p.m. 19 Jot work [J ot work [] t 


21, | certify that | attended the deceosed from._§.92-.-.----__. + 19GB 1 10.62 Ge---------- 3 1956-..that ! last saw the deceased 
olive on__GneQm56_~. 21e, ond thot death occurred atl 326.-P.M, from the couses ond on the dote stated obove. 
Lc ADDRESS (Street, city or town, stote) DATE SIGNED 


Part tl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o}] 19. WAS AUTOPSY 
yes [] NO 


nding physician. 


MEDICAL CERTIFICATION 


led for use as the buriol-transit permit. 
the registror priar ta burial, crematian, or remaval, and in ony event within 72 hours ofter death. 


jospital ar of 
Kfter this cer! 


; 


R ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hi 


Pay aig ACTUAL CA 
BSE | | |stowaron Ko. .Sykeswille,- 69056... 
3 PHYSICIAN'S 

eee S NAME (Type] tdmuind hans 
Boe cc = = pt St Ey 
4 33 = ‘Zc. NAME OF CEMETERY OR CREMATORY "a 2d. LOCATION (City, town, or county) (Stote) 

QO i 
ee burial June 12,1956, Loudon Park Cemete Baltimore Ma. 
eal 2do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


> 


Vs AIS (4 yp tL 
Yensiss. vate O//2/ Se _ -paetts ECer* 


oll 


MEDICAL EXAMINER’S 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


(6033 


CERTIFICATE OF DEATH 


IS Reg. Dist. No. 

3 2 1, PLACE OF DEATH oP b: 2. USUAL RESIDENCE (Where deceased lived. If Instilulion: Residence befare(admission) 

g2 5/ wa 9. COUNTY STATE b. COUNTY 

H s( W . a. . 

2 5( fa Carroll _ MARYLAND Mary q Carroll 

fad > s. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside carporate limits, write RURAL and give nearest town) 

§ x E 

hi Xx 8 mos. Rural -Mt, Airy 

gs Jd. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) d. STREET ADDRESS «IS RESIDENCE 

ae 2) ON A FARM? / 
yf Buffalo Ra. vs NOL 

Bs. 3. NAME OF First Middle Lost a. DATE Mehth Day Yeor 

E te ERTRUDE E, LINDSAY DEATH - 15-19 56 

= 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [_]] 8. DATE OF BIRTH 9. AGE (in yes [IFUNDER TYEAR] IF UNDER 24 HRS. 

3 leat Buthdor) Months] Days | Hours | Mi 

- aa wivoweo [3 bivorceo [] 26-1875 80 yn. 


‘ 1c. USUAL OCCUPATION ( 
a most af working 


iad ohieei aoe 
‘even if retired) 


13. ants NAME 
Samuel Forney 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


CO | Wet. no, oF unknown) {Mt yes, give wor of doles of service), 
| none 


File poges 1 and 2 with the registrar prior to 


in 24 haurs after death. 
ftem 18. Give Pages 1, 2, and 3 ta the funerot 


TB. CAUSE OF DEATH [Enter anly one couse per line for (oh Cr ond (e}-] 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 
+ os 


DUE To 
if ony, which rs 
lo immediate couse 

(a), sloting the underlying( DUE TO 


Canditions, 
gove ris 


pencil ii 


TOb, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State ar fareign covniry) 


14. MOTHER'S MAIDEN NAME . 


17. INFORMANT 


Mrs, Ella M. DILLER 


12. CITIZEN OF WHAT COUNTRY? 


_ U.S. 


Maryland 


Agnes ~Bostian 
Address 


Mt, Airy,MD. 


INTERVAL BETWEEN 
‘ONSET_AND DEATH 


couse last. ae 


Medical Examiner's Office afang with farm PM3. Page 5 may be retained for yaur fil 


': Page 3 should be used os a burial-transit permit. 


L 
A 
mod 
2 
o 
B 
= 
3 
e 
2 
= 
A 
2 
Se Zz PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART I(o]19. WAS AUTOPSY 
oo £ =f 
Zs “1s ves] NO 
5 & © | foc BTERNAL CAUSE WAS [20b. DESCRIBE HOW INJURY OCCURRED. (Enier nalure of injury in Port or Port Il of iter 1B.) 
ae 3 | CAUSE OF DEATH. 
ie 8 3 20c. TIME OF INJURY Month, Day, Yeor [20d. INJURY OCCURRED ]20e. PLACE OF INJURY (Home, farm, {20 (City or town) (County) (Stote) 
Go ry Hour 9, m. While Not while factary, sireel, office bldg., etc.) | 
Ze 2 p.m. 9 at work [] ot work T ' 
af 21. I certify that | took charge of ne @ remains described above, held an Autopsy [], Inspection Inquiry Bd, and find that 
wg death resited from: Natural cai 4 Accident [], Suicide], Homicide [], Undetermined cause [7]. 
z 4 
Yeea 
a BS a = A ig eee mip, CHIEF MEDICAL EXAMINER [7] cansiem 
ag oe ASSISTANT MEDICAL EXAMINER fe 
, ee OA 1S 
PY ae 2 % JAMES T,. MARSH DEPUTY MEDICAL EXAMINER Vey) 
eaeipt Ze. BURA? CHENATION, Zab. DATE THEREOF Zac. NAME OF CEMETERY GR=CREMAFOR 22d. LOCATION (Gily, town, or county) (late 
Ses EHOVAL [ip ify) i 
Rye ta 
ae 6-17-19 Prospect Frederick Co., 5 
23. UN wee RE ADDRESS 2a, y BY ie 2b. oe SIGNATURE 
VS. AISME(S) ‘ 7 
ie vy | Xe J Fel? Winfield, Maryland Sr 


a4 


lt 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 () 6 0 3 4 
6946 CERTIFICATE OF DEATH as 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission} 
¥), 6. COUNTY Cahhytl- nae | OSTA Mn bag Mp b. COUNTY 
) 


b. CITY OR TOWN (If autside corporote limits, write G ae OF STAY IN Ib 
RURAL and. oe nearest town) YS} 
Kes lee 910 


irectar, 
filed with 


& CITY OR TOWN (If fuside corporate limits, write RURAL ond give neorest town) 


death. Poge 4 


ul 


OF HOSPITAL (notin haxpitol. give street odie ) 15 RESIDENCE 


a ie By 7, si pass ON A FARM? 
, = ia y/ pMbayoe tl Str. ve 3 
si > Beeeaseb ay sone i yore ee 
; tose LC, Ma —s sien A ee 2 ANS 4 
3 6 tt ‘OR RACE 4 MARRIED [] NEVER MARRIED [7] ] 8. DATE OF BIRTH 9 AGE (In yeors [IEUNDER 1 YEAR]IF UNDER 24 HRS. 
yyy? lint, Y losyby day) Hours | Min. 
% tala pivorceo [] “So ¢ 
a VWo/ USUAL elCAE. (Gi La ‘of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 21. BIRTHPLACE (Stote or Jp, country) 12. CITIZEN OF WHAT COUNTRY? 
2 } during rpost of working lite, even if retired) hyd Wy b n14 of 
om * 4. SEC h bh s UY “4h 3 S A E 
. a Thomas Webster 14. MOTHER'S MAIDEN [AAMI 
ES socio cthooGrocno, Sephronia Tankerslie 
$3 1, WAS DECEASED EVER IN U. S. ARMED FORCES? [lé. SOCIAL SECURITY NO. [17. nee ‘Address 
é | (ies, no, oF unknown yen give wor or dates of service) 
ex Vit ‘7espy fel hi tirds 
¢ 
exe 18. CAUSE OF DEATH [Enter only one couse per line far {a}, (b). ond (cl) INTERVAL BETWEEN 
ay PART I. DEATH WAS CAUSED BY: s ~ 
S: IMMEDIATE CAUSE (0 Léltt) 74 
aed VIS. DUE TO 
Conditions, if ony, which (0) 


gove rise 10 immediate 


covse (o}, stating the under ( PVE TO 


fter this certificate hos been signed by the ottending physician and completely filled 


R ATTENDING PHYSICIAN: The. low requires thot the deoth certificote be executed within 24 h: 


€ 
a 
on lying couse lost, te) 
5 ——— 
54 S ¥ z Pact II. OTHER SIGNIFICAN, ONDITIONS, CONTRIBUTING TO DEATH BUT NOT oy) Wi TO THE Dy NSEASE CONDITION GIVEN IN PART 1{a)/19. WAS AUTOPSY 
ee ce) PERFORMED? 
= s 
S528 3 Lit Inve DSM Ig £ 
SF onake. & | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature Md injury in Port | or Port Il of item 18.) 
Ey eee & | OR CONTRIBUTING C1 CAUSE OF DEATH 
Bees & | (UF EITHER, NOTIFY MEDICAL EXAMINER) 
s = i ee ee Se eee 
o5es & [20 TIME OF INJURY “Month, Day, Year ]20d. INJURY OCCURRED 208. PLACE OF INJURY (Home, form. 1 20. (City or town} (County) {Stote 
= 2 ty’ 2) 
on 88 ra) Hour om. While Not while factory, street, affice bldg., etc.) 
stg 3 p.m. 19 lot work [] ot work [] ' 
el S5 
Eee 21. | certify polis. WWended the deceased from_& - -, 19.2.2, to, ., 192.5G.,that | last saw the deceased 
= 2 - -_ 
'y et olive one Sa/ wotee alles Sé., and thot deoth peered ats /2' , from the causes and on the date stated above. 
ee: / ; ; 2 ‘ADDRESS (Street, city oF town, 31 wy aed 
ES od ACTUAL | Mh, nt G7 - Ve Yi Wi “Vat 2 Woks 
sead SIGNATURY dbl wd... NIRV LET! ze ft re aoe i. ia L2G 
Oger 0 & / 
Bs PHYSICIAN'S [ rs A } ya p Ip 
a: marwng VACTN G2 Sonne LTE UY: ee eee ee 
= = a 
BB8°o 2a. BURIAL, seen | 22. DATE THEREOF 2c, NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, tawn, or county} (Stotey 
Ls2ee Bcc treet : 
ofo ee 2,1 Moreland Mem, Park Bs 
- 


23.EU) a ADDRESS er BY Rear pe ave "S SIGNAT] 
Se Tal Home ce iy 
YS AIS (4) , 2. 
TSM 9/55 \ K OLA, Lh 
, pC ths 


R ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 h, 


od 


hospital or ottending physicion. 


PIT, 


_< TO HOS! 
ge moy beg 
= TO FUNER, 


| directa, 


fter this certificate has been signed by the attending physician and completely filled iny the 


ed by the 
RECT! 


& 


td 


filed with 


after death. Page 4 
iis: 


Poges | ond 2 sho 


Then please remove carbon papers. 


|, crematian, ar removal, ond in ony event within 72 hours ofter deoth. 


poge 3 should be di 


led for use as the burial-transit permit. 


the registrar prior ta buri 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 6 03 5 
od CERTIFICATE OF DEATH Be he 
\ = Le a ali cae: | 4 oo tl Ls (Where deceased ps pia Residence before odmissibn} 
Mi ee ee. Maryiand “ evan 


b. CITY OR TOWN Tif outside corporote limits, write 
RURAL ond give nearest town) 


¢. CITY OR TOWN (If outside corporote timits, write RURAL ond give nearest town} 


¢. LENGTH OF STAY IN 1b 
A kesville ince 3=-1-19 Cumberland é 2 
IAME OF HOSPITAL (If nol in hospital, give street oddress) d. STREET ADDRESS @. 1S RESIDENCE f 
= TITUTION ON A FARM? = 
ate P.O. Box yes noo 
3. NAME OF Fi Middl 4. DA 
DECEASED irst idle Lost ee Month Doy Year 
(ype or print) Thirza Maury DEATH 6 16 156 
5. SEX 6. COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthdoy) [Months] Days Min. 
RF W WIDOWED] Divorced [} 3~16—7 yrs. 
10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY {11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
/ during most of working life, even if retired) 
housew LL OPUA Ohio USA 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Jacob Freudiger Lepp 
1S. WAS DECEASED EVER IN U, S. ARMED FORCES? |16, SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
‘{Yes, 0, or unknown) (it yes, give wor or dates of service) 
unk unk Hopsital Records 


18. CAUSE OF DEATH [Enter only one coure per line for {0}, (b), ond {c).] 


TAH | OUT WES WEON sy Myocardial Infarction 


a DUE TO 
Conditions, if ony, which pArteriosclerotie cardiovascular disease 
gove rise 10 immediote 

cotse (0}, stoting the under. (| DUE TO 
lying couse lost. « 


INTERVAL BETWEEN. 
py AND DEATH 
ours 


ears 


3 Part 1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tfo}]19. WAS AUTOPSY 
5 4 
$|_ Dementia precox, hebephrenic type ves] NO 
E | 200. ACCIDENT WAS UNDERLYING [J__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18) 
& 1 OR CONTRIBUTING C] CAUSE OF DEATH 
& |e EITHER, NOTIFY MEDICAL EXAMINER) 
2 
& [2% TIME OF INJURY Month, Dy, Year |20d. INJURY OCCURRED [20e. PLACE OF INJURY IHome, farm, | 20F. (City or town) {County} (Stote} 
ray Hour o. m. While Not while factory, street, office bldg., etc.} | 
= p.m. 19 lot work [of work [J ' 
21. 1 certify that | attended the deceased from. October 195); 19____, to_dyne 16 1 as , 19.56,,that | last saw the deceased 
alive on WS 16, 12_ BR... and that death occurred at 44340._PM, from the causes and on the date stated above. 
ADORESS (Street, city or town, stote) DATE SIGNED 
sun, fucuus furkoug : 
J | [BWR ef Lee te < A4no,. Springfield State Hospital 6-17-56. 
PHYSICIAN'S 


NAME (Type}_Td a 


REO! Zid, LOCATION Jetty, town,’er county) (Sigte} 
‘ 


Ze 
AZ eZ 


2A. REBISTRAR'S SIGNATURE ner) 
vate AA ZKSE 2 She y 


» ® 


4 should be 
c—) 


is Necessory, please exe 
® i 


ere 


e 


File pages 1 and 2 with the registrar prior ta 


ive Poges 1, 2, and 3 to the funeral 


form PM3. Page 5 moy be retoined for your 


Page 3 should be used os 0 burial-transit permit. 


in Item 18. 


ff Medical Examiner's Office along 


® 


|EDICAL EXAMINER: This certificate should be executed within 24 hours ofter death. 
TO FUNERAL DIREC 


tificotg@eevriting the word ‘‘pending’ in pe 


to th 


TO DEPUgE Mi 
cute f i 
forwor, 
or removal. 


VS. AISME(5} 
5M 9/55. 


tion, 
° 
a 


(a 


= 


K 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 06036 
691 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 5 


Reg. Dist. No. 2 


2. USUAL RESIDENCE (Where deceaved lived. If Institution: Residence before admission) 
estate Maryland bcouny Carroll 
c. CITY OR TOWN {If outside corporote limits, write RURAL ond give necreit town} 


1, PLACE OF DEATH 
©. COUNTY Carroll MARYLAND 


b. chy, OR TOWN [lt outside corporate limits, write RURAL ¢. LENGTH OF STAY IN Ib 
ovr" Westminster 22 months 


‘ Westminster at 
DM) d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street oddress) d. STREET ADDRESS e. SEE / 
14 13 Locust Avenue 13 Locust Avenue yes [] NO ° 
3 eee ho First Middle lost 4 par Month Day Yeor 
fiestor ht) David William McDonnell oan = =gune 7 19 56 
5. SEX 6 COLOR OR RACE |7- MARRIED [] NEVER MARRIED [9M] 8. DATE OF BIRTH Uglies If UNDER 24 HRS. 
Male White |wioowQ oworceoQ |July 30, 1954 Z yr. CS (a | pee 
} UP stuptdbrie pe Lad aaa Rei done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
| ws == = -|- -- -- - = Bethesda, Maryland USA 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
George Henry McDonnell Doris McAlister 


NS) pce. BG? Ae ae Hea) (oe 16. SOCIAL SECURITY NO, | 17. INFORMANT Address 
no =~ == - = -|- - - - - |George H. McDonnell Westminster, Mde _ 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c).] INTERVAL BETWEEN 


2} —_ 
, co rt ae ‘ONSET ANO OEATH—— 
PART | DEATH WAS CAUSED BY fh SP ¥¥ fA T1OtV ~ GG perals Peuwedsbin “th 


/ : DUE To 
Conditions, if any, which e) 
je to immediole coure 
, stoting the underlying( CUETO 
couse lot, = al 
Zz PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINALDISEASE CONDITION GIVEN IN PART Tle} 9. WAS AUTOPSY 
5 yes[} NO na 
= [20c. EXTERNAL CAUSE WAS 0b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Port I or Port I of item 18.) 
& | PRIMARY C) or CONTRIBUTING 1) 
5 | CAUSE OF DEATH. 
pS i ak 
3 | 0c. TIME OF INJURY Month, Day, Yeor _[20d. INJURY OCCURRED _|20s. PLACE OF INJURY (Home, form, 120F, (City or town) (County) (Stote) 
4 Hour 9. m. While, _ Not while Gi] —_fectory, street, office bidg., ete.) | 
= pm. 1 ‘ot work [J ot work (J whiaw H 
21. I certify that | took charge of the remains described abave, held an Autapsy [_], Inspection RY, Inquiry [XJ], and find that 
death rf; d fram: Natural cguses [], Accident JX], Suicide [], Homicide [[], Undetermined cause ["]. 
J } } | DATE SIGNED 
Is/. tap, CHIEF MEDICAL EXAMINER [7] ; 
e ASSISTANT MEDICAL EXAMINER [7] , CG 
a James T, Marsh, M.De DEPUTY MEDICAL EXAMINER Bg | 
Ze. BRA CREMATION, 220. DATE THEREOF Zc. NAME OF CEMETERY OF CkeRaaT eRe 7d. LOCATION (City, town, or county) (Stote) 
: 
Buriat” |sune 10,1956 Eomitsburg Luthern | Emmitsburg, Maryland 
23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS ‘ho. REC'D BY REGISTRAR | 24b, REGISTRAR’S SIGNATURE . 


John R. Byers Westminster, Mde oat G1) ut tal At carted (Pher 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
- 6948 © CERTIFICATE OF DEATH (16037 


Reg. Dist. No. 
ie Leite 2 eiaate RESIDENCE (Where deceased lived. If institution: Residence before admission) 
PY 2s b. COUNTY 
Carroll pigabbeg 2 Maryland 


b. CITY OR TOWN (If outside corporote limils, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN ([f outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) 
He on 87 days Baltimore M 


d. NAME OF HOSPITAL (If not in hospilol, give street oddress) d. STREET ADDRESS : e IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Henryton State Hospital 1032 W. Fayette Street Yes ENO 7 


3. NAME OF First Middle Lost 4. cob Month Yeor 


DECEASED 
DEATH June 19 56 


f\ 


fy 


ofter death. Page 4 * 


mby the 
Pages 1 and 2 shoul 


& 


(Type or print) Stanley McGee 


5. SEX 6. COLOR OR RACE | 7. MARRIED XJ NEVER MARRIED [[} 8. DATE OF BIRTH %, arn IF UNDER 1 YEAR} IF UNDER 24 HRS. 
a a y) Month: 
‘ale Negro wiooweo f] ——oworceo | May hk, 1907 0 yn. , (eee 
109. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
I during most of working life, even if retired) i 
Laborer Md, Dry Dock Virginia U. S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Junius McGee Unknown 
A Se ance EVER SR eee CD ORSEe 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
No 217-09-7688 Elizabeth McGee - 1032 W. Fayette Street 


18. CAUSE OF DEATH [Enter only one coute per line for (0), (b). and (€).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART DEATH was caussD &Y' Far advanced bilateral cavitary pulmonary TB 
DUE TO 


within 24 hy 


fter death. 


Then please remave corkon papers. 


Conditions, if ony, which 
gove rise to immediote 
cose (0), stoting the under- ( OVE TO 
lying couse tost. © 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)| 19. te AUTOPSY 


“ORMED? 
yes] No] 
200. ACCIDENT WAS UNDERLYING [I | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Year |20d, INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, farm, 4 20f, (City or town) (County) (Stote) 
Hour o.m. While Not while foctory, street, office bldg., etc.) | 
p.m. 19 fot work [J ot work [J 1 


21. 1 certify that | attended the deceased from February. 2h., 19_55, to_.June _. ; 19.56. that | last saw the deceased 


alive an__dune.25_._.____, 195) ind that death accurred at 0% 304M, fram the causes and an the date stated abave. 
ADDRESS (Street, city or lown, stote) DATE SIGNED 


gned by the attending physician and completely filled 


-transit permit. 
the registrar priar ta burial, crematian, ar remaval, and in any event within 72 ba 


fer this certificate has been 
MEDICAL CERTIFICATION 


she hospital ar attending physician. 
ied for use as the burial: 
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ed by 
RECT! 


Names) Tom, F, Vestal, M,D,., Supt 


Hi 
-. iO ¥ ML / sok dW RETERY OR CREMATORY Td, LOCATION ACY town, or county) ate) 
‘MO i " ha, 
LS | ar we 6 HM; u d 
Sat Bit Z 
L, ’ : 


may be 4 


page 3 shauld be di 


TO HOSPIT. 
TO FUNER. 


2h, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Vp At- fe. An 


Sa 
bcs 


ak 


aro? STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


’ BN1s CERTIFICATE OF DEATH Rg 


\\ Ph mace oF para 2, USUAL RESIDENCE (Where deceosed lived. If inition: Residence before edmistion) 
2 COUNTY Carroll MARYLAND Md b.counry Carrol) 


b. CITY OR TOWN (If outside Sere limits, write . LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
RURAL and give nearest town) o 
Westminster dy Oy Westminster 


ood 


ith 


I directar, 


after death: Page 4 
Ox 
& 
~ 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (9 


oy DUE TO 


- 
_— A | / 
22 <d. NAME OF HOSPITAL (IF nol in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
= a OR INSTITUTION ON _A FARM? 
, d ves] NOR 
: 2 — 
5 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
= DECEASED OF 
By fypeorpin) = MarSe Lola M Murphy Beata June i wee 
> 5. SEX 6. COLOR OR RACE |7- MARRIED [|] NEVER MARRIED [] |8 DATE OF GiRTH 9. AGE (In gor TFUNDER 1 YEAR| IF UNDER 24 HRS. 
o joy Min. 
Be F W winoweo ge] —_oivorceo] |July 19,1875 BOBY yr. 4 
eg. 10a, USUAL OCCUPATION (Give kind of work done] l0b. KIND OF BUSINESS OR INDUSTRY | 11. mate (Gtote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
82 |] dering most of working life, even if retired) 
zed housework self Ma 
S85 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ie 85 
° °o 
eae George Fowble Unknown 
Ba3 1S. WAS DECEASED EVER IN U, S. ARMED FORCES? |16, SOCIAL SECURITY NO. ]17. INFORMANT ‘Address 
o & yi 4 | (tes, 90, oF unknowny, (UE yeu, give wor oF dates of service) 
as ra) No D Re 2 
Ee non DLOn Hay Oe ews q 
hove 18. CAUSE OF DEATH [Enter only one couse perine for (0), (b), ond (c}. FS 
Z 


y 


Conditions, if any, which ) 
gove rise ta immediate 
cause (a), stating the under- (CUETO 


Pant th. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tel Ww. Ween Bu 


& oO ie 0 
200, ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE = INJURY OCCURRED, (Enter noture of injury in Port U or Port Il of iter 18.) 
‘OR CONTRIBUTING C] CAUSE OF DEATH 
edie: NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, ain Yeor | 20d. Ee ai me 200, PLACE Pn INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour 9. 4s. While foctory, arene bldg., eli, i xO" 
Pm, jot work [J 


21.4 stip be that | attended the Peo ieee, na to_ AZo... 19.3-Zahat | lost saw the deceased 


alive on me VRS (cae ond that death occurred at_ AM, from the causes and on the date stated above. 
ADORESS (Street, city ws slote) DATE SIGNED 


Pr | 4 fom 1B Fe CEE (el bok Ye 


: LL > \ Act, shes 
NAME thNe, "! » ~ 
| |NARE type) ZI _(” 7 _PXIZ2CL OY) OP fe ibee 7 ffitloy pest 


ear Westminster Ma 
23. at DIRECTOR'S san "ADDRESS 2A. REGISTRAR'S SIGNATHRE 
Yen's) rakes / nO, Sided TaneytownNde oars 4—t 2 by n 


: The law requires that the death certificote be executed within 24 
-tronsit permit. 


‘or ottending physician. 
fter this certificole hos been signed by the 9 


Zz 
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< 
Me 
= 
& 
fe 
i) 
=z 
of 
ray 
i] 
= 


pi 
led for use as the burial: 


the hos, 


to buriol, cremotian, or removol, ond in ony e 


d by 
RECT 


the registror 


moy be 1 


poge 3 should be d: 
prior 


TO HOSPITALOR ATTENDING PHYSICIAN: 


TO FUNER. 


1 __- MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


64 gAEDICAL EXAMINER'S CERTIFICATE OF DEATH ti 603 9 


£2, Reg. Dist. No. 
23 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. if institution: Residence before odmision) 
o. 
25 3 Carroll JAAR NO 0. STATE Maryland b. COUNTY Garrett 
rad “a b. CITY OR TOWN it ovhide corporate limits, write RURAL c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If ouhide corporate limits, wrile RURAL ond give neorest town) 
§ y: iz give neoret town} ; 
5. ate »| Rural - Sy 7x 9M SD Crellin Wl 
fs 2 d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS 
o oa 4 * oN A PARE 
y 2 & . Sp efield ate Hospital ves] No Dank 
Sra. 5 3, NAME OF First Middle 4. DATE Month Day Year 
5 2 
riQe Hyer eal QLILlO roy lUK Dear 6 2 19 56 
5 
sete 5. SEX 6. COLQW/OR RACE |7- MARRIED [7] NEVER MARRIED [J] 8. DATE OF BIRTH Oe ine 1F UNDER 24 HRS. 
“Eve in. 
offs Male White wipoweo [] pivorceo [] h/ 15/ 78 W8 an fos nal ligne | Min. 
oa: 10a, USUAL OCCUPATION [Give ind of work done] 10b. KIND OF BUSINESS OR INDUSTRY [1. BIRTHPLACE (State or foreign coonty) 2. CITIZEN OF WHAT COUNTRY? 
yin luring most of working {i if reti 
Bee / unlromneZccer/| Allegany Col, Md. USA 
ape 13. FATHER'S ” 14, MOTHER'S MAIDEN NAME j 
rt i SOLE? LEE : DWeLoun) Ltt) 
2 1, WAS DEGEASED EvER INU. 5. ARMED FORCES? [16. SOCIAL SECURITY NO. 17. INFORMANT Address 
e jes, RO, OF Uri you ghe werer servion . 
\ ics ©| Unknown Record ringfield State Hospital, Sykesville, 
e4 3 td 
o fe 18. CAUSE OF DEATH [Enter only one couse per line for (a), (b). and (c).] INTERVAL BETWEEN “ED 
5a € ONSET AND DEATH, 
ses PART 1. DEATH WAS CAUSED BY: 
z IMMEDIATE CAUSE (0) 
2 FHOE DUE TO 


Conditions, if any, which __Arteriosclerotic heart disease ears 


ove rise 1o immediate cours 
{0}, stoting the underlying( OVE TO 


coure lot. QA (9_General Arteriosclerosis Years 


pencil i 
Medical Examiner's Office alang with form PM3. Page 5 may be retained far your 


: Page 3 shauld be used as a burial-transit 


21. certify that | taak charge af the remains described abave, held an Autapsy [], Inspectian ff], Inquiry [_], and find that 


death ae from: Natural causes fc}, Accident [[], |Suicide [], Homicide [[], Undetermined cause [7]. 

Hat va rece eo) —¥ > Seé, Mp, CHIEF MEDICAL EXAMINER [1] fa at?! 
ASSISTANT MEDICAL EXAMINER 

pannten’s Oo éfs SE 


: ra PART [1. OTHER SIG are Fee IDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I[o}|19. WAS AUTOPSY 

’ con r=4 eta e emur — 7% z 5 A PERFORMED? 

& “/3| Chronic brain syndrome assoc. with seniéd brain disease, with psychosis |vs}q noo 

$ i [ 200. EXTERNAL CAUSE WA‘ 20b, 7 RRED. (Enter injury i i 

B & | Piatto CASE he # Ob. DESCRIBE HOW INJURY OCCURRED. (Ente ete of injury in Port 1 or Port fl of a 18.) ; 

2 Si cae ee eey Fell to floor after being shoved by another patient 

2 & | 20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED, [20e. PLACE OF INJURY ieee Ca 1 20f. (City or town) (County) (Stole) 
a our om. Whil Not while <> ce ace e 

a nlf P1250 sk 16/56 lancer Sct"m! “hospital | Goleea stile Carroll Marylan 

fe 

= 

7 


ficot 
a the 


MEDICAL EXAMINER: This certificate shauld be executed within 24 haurs after death. 


cs] 

a 

= 

a 
€. 
2= se 2 James T. Marsh, M. D. DEPUTY MEDICAL EXAMINER’ 
a 3 z> & Mo. BURIAL, ean 7b. ae eS ‘Tic. NAME OF CEMETERY Ye pp yy TIQhs City, tawn, or county) {Stote) 
0 F268 Pepovat (Spetify) 10, ve 
a a a ia 027 


y, Gent REC Dey aout [20. ode 'S SIGNATURE 
Vs. AISME(S) y rn 
5M 9/55 ZA rae kesh Rar pare G — Uden ~S6 (&. ha ne A Leer) 


® 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
Ot CERTIFICATE OF DEATH ven om, nl OMAN 


hronic brain syndrome associated with alcoholism, Korsakow's psychosis | "sO xom 


20a, ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part t or Port It of item 18.) 
‘OR CONTRIBUTING LJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
0c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, | 20F, (City or town) (County) (Stote) 
Hour o. m. While Nat while factory. street, office bldg., etc.) ! 
pom. 19 fot work [7] ot work [1] ‘ 


21. | certify that | attended the deceased fram 10/52 


MEDICAL CERTIFICATION, 


_, 19.22_, ta_,6 192%__,that | last saw the deceased 


= ee 
& 3 ' 1, PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence before odmission) 
2 £3 2 COUNT rrell marviano |} ° STF Maryland b. COUNTY Soremmtte City / 
ye. 
£5 b. CITY OR TOWN {If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
4 y RURAL ond give nearest aay: 
> *) Rural " Sykesvilie 1Y 3M 25 D Baltimore ee 
2 of d. NAME OF HOSPITAL (If not in hospital, give street oddress| d, STREET ADDRESS . IS RESIDENCE 
5 Es OR INSTITUTION - y © ON A FARM? 4 
BS: Springfield State Hospital 21 E. Pratt Street rE NOB 
ne 
=o 3. NAME OF First i 4, DATE 
a 35 acces Joseph *, PRALEY | Stans ‘Zz Bo 1, 56 
a 'ype or print 19 
© £15, 
= ae 5. SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE ise PEUNDER VYEAR[IF UNDER 24 HRS. 
= 3 id th: in. 
= Bare, Male W wipoweD X] Divorcep [) /ib/93 63" ys. ese ea Cod me 
oy 
3 €& a of Oo. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Be pcerel hy | during most of working life, even if retired) 
Ba Peete Nas none unknown USA 
3 : 8 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
o 
Bees Edward Cadey Elizabeth Bessle 
oe 
= - 8 sa WAS Se r U.S. “sii iets 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
am pee ies De apes 4s ee 
5 s / i 
§ of yes . Record, Springfield State Hospital, Sykesville 
=) es 
28 1B, CAUSE OF DEATH [Enter only one cause per tine for (0). (b). ond (c}-] INTERVAL BETWEEN 
£4 ONSET AND DEATH 
5 PART |, DEATH WAS CAUSED BY: 7 18 
es tumepiate Cause (o. Neoplasm: of mandible MO8« 
ge 
=e opesto- 
> 
oz Conditions, if any, which (0 ces 
Ze gove rise to immediote 
Sie cote (0), stoting the under, ( DUE TO 
w= tyi fost. 
Fs ying couse tos! 
3 ° Pant II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0){19. Necro Hears! 
25 
3 
2 
Ly 
5 
= 
3 
8 
Fg 
5 
= 


led far use as the burial 
the registrar priar ta burial, crematian, ar removal, and in any event within 72 hours ofter death. 


M, as the causes and on the date stated cbave. 


R ATTENDING PHYSICIAN: The law requires that the deat 


3 

:@ alive an_____ 0/47 _--, and that death accurred ath 

‘a te ADDRESS (Stree!, city or town, stote) DATE SIGNED 
3B . . noone SKesville, Maryland 6/21/56. 


PHYSICIAN'S 
NAME (Type) _EGmund Lusthaus, M. D. 
720. BURIAL, CREMATION, | 225 9 
[A REMOVAL {Specify} 
” UNERAL DIRECTOR'S ee 

A \o ~ te 7, a 


Tad. LOCATION {City town, or county) er” 
“s AEA O-4 ve 


24s. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
@; OQ 
MON G P02. SG . 710 KVL, 


fs) 
je 
poge 3 should be d 


TO FUNER. 


TO HOSPIT, 
moy be 


VS AlS5 (4) > 
Bags DO 
Xx 


a. 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 06041 
695; CERTIFICATE OF DEATH ZA 


Reg. Dist. No. 


oll 


ay Se 
S z = dy oe 2: ee (Where deceosed lived. If institution: idence befare admission) 
2S 2 a me a b. COUNTY 
“ 32 ot) Carro BEAD Maryland Carroll 
atl b. CITY OR TOWN (IF outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (IF autside carparate limits, write RURAL ond give neorest town) 
3 y RURAL ond give neorest town) 
°. = x Rural~ Taneytown Lifetime Rural Taneytown 4 
4 f4 = d. NAME OF HOSPITAL (If not in haspital, give street address) d. STREET ADDRESS IS RESIDENCE , 
3 =s OR INSTITUTION ON A FARM? ‘A 
£6 3. NAME OF First Middle Lost 4. DATE Month Day Year 
= DECEASED OF 6 
Fy Upreisnpon) dwsi Leila Constance _Reinamam DEATH June 7 195) 
e 5. SEX 6. COLOR OR RACE |7. MARRIED [Sf NEVER MARRIED [] | 8. DATE OF BIRTH %. AGE tn yoor IF UNDER 1 YEAR| (F UNDER 24 HRS. 
Hi Min. 
P Fema White __|wwowet] —oworceot | 1/20/01 fe | 
ae 10a. USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
25 ~{ during most of working life, even if retired) 
eb/ Housey Own home ig and U.S.A. 
B3 fem j]19: FATHER'S NAME 1a, MOTHER'S MAIDEN NAME 
8S Ai. 
ee “ ohn WW ock Bessie Miller 
2 3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
E 2 iw | Mes no. or unknown) IF yes. give wor or dotes of rervice) 
ALS no f Reymond yers, Taneytown, Maryland 
g 
| S 18. CAUSE OF DEATH [Enter only ane cause per line far (a), (b). and (c). ) INTERVAL BETWEEN 
2 ONSET AND DEATH 
a PART t. DEATH WAS CAUSED BY: 
§ . IMMEDIATE CAUSE (o)_ Intestinal Obstruction WkSs 
= : x DUE TO 


Conditions, if any, which 
gove rise to immediote 
cause (a), stoting the under- 


-tronsit permit. 


Part Wl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)|19. WAS AUTOPSY 


PERFORMED? 
20a, ACCIDENT WAS_UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port II of item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


ves(] NOR] 
a ae 
20c. TIME OF INJURY Month, Dey, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or fawn) (County) (Stote) 
bee ass ano Nal vide foctory, street, office bidg., etc.) | 
pm, 19 Jot work [1] ot work H 


21.1 certify that | attended the deceased fram._Jun@_7._.___, 19.56 to dune. .. 12 DG that 4 lost saw the deceased 
alive on_ June. 7 —---~, 12.56, and that death occurred at. 20._M, fram the causes and an the date stated abave. 


IS. ws 22 Fnediedasr Oft/Se 
mmeas 1 SS, Mo Vau Ta tA | Ded 


MEDICAL CERTIFICATION: 


fter this certificate has been signed by the attending physician ond campletely filled 


led far use as the burial: 


the registrar priar ta burial, cremation, ar removal, and in any event 


yy the haspital or attending physician. 


oe 
page 3 should be di 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 


RECT 


ed b 


e a= Se 
-_ a PF 

& 22 To. PORTAL ICENATION) 22, DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 72d. UDEATION (City, town, or eaunty) (State) 

FS pe 
a ze Burial une 10,1956 | Reformed Cemeter Taneytown, Maryland 
Bt 23. FUNERAL DIRECTOR'S SIGNATU! ‘ADDRESS ab. REGIS) ay SIGNATURE [) 
g K y 
YS) DL, Li lebewegy Kiag/ Taneytown, Maryland Pas / s AM eHpl 


iY, V (/ 


1 MARYLAND STATE DEEARTMENT OF HEALTH—BALTIMORE, 18 06042 


f CERTIFICATE OF DEATH ENN. sip: 
CoS Z 2. . No. 
Saas 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If inslitution: Residence before admission) 
S 85 a. COUNTY a. STATE UNT 
2 29 v— MARYLAND i 
= b. CITY OR TOWN ((F outside corporate limils, wrile | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {IF outside corporote limils, write RURAL ond give neares! lown) 
8 X RURAL ond give neorest town) 
= nion Bridge wk Woodsboro,Md, _ . 
& 22 d. NAME OF HOSPITAL (if not in hospital, give street oddrest) d. STREET ADDRESS @. IS RESIDENCE 
Ss os ' ‘OR INSTITUTION ‘ON A FARM? 
ye ‘L Alexander J g_ Home ves] no 
£6 3. NAME OF First Middle Lost 4. DATE Month Day Year 
aS DECEASED OF 
~ ee 3 (Type or print) Minn " Renne DEATH a 19 
s By 1 A 
s 5. SEX 4. COLOR OR RACE | 7. B. DATE OF BIRTH 9. AGE (In years IF UNDER 24 HRS. 
8 =a seX Female col MARRIED [_] NEVER MARRIED [] teat elie) oe = 
2 one Male White —jwidoweo Bt ovorceoO] | March.25 + 18 oy Raia 
2 Eh. 100. USUAL OCCUPATION {Give kind of work done] 1b. KIND OF BUSINESS OR INDUSTRY |#1. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g sgt during most of working life, even if retired} 
§ 2-8 Ho wif Own Hom Frederick County USA 
g S85 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
2 88% 
8 Zee Abraham ong Amanda Menges 
= Fes 15, WAS DECEASEDEVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. |17, INFORMANT ‘Address i 
= a & £ {Yes no, oF unknown {lf yes, give wor or dates of service) 
5 2 
2 £¢ & NO NONE amar Rarrick WOOO S bore..Md. 
= 39.8 ae ). INTERVAL BETW) 
(a Sn oe eee 7 Bag 
2 Bete. “IMMEDIATE CAUSE (ol_{_£ 7D 7) 4 pbc A-V¥ AYP) Lk LL. £224); 
eae DUE TO 
2 ee 5 
= f2> Conditions, if ony, which © 
$ BEo Gove rise ta immediote é 
3 Shs catse (a), stating the under. ( CUE TO 
oe ie =? lying couse lost. (<) 
Soe an . - 
fo ra Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
Le Tae = 
eESS S ves Nope 
= £ ¥ 
Fors sl & | 200. ACCIOENT WAS UNDERLYING []_ [20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Port Il of item 16.) 
2sget & | OR CONTRIBUTING Of CAUSE OF DEATH 
25 eee © [{IF EITHER, NOTIFY MEDICAL EXAMINER) 
SH 2 WING SC EEE 
2oges & [2e. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED _[20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stotey 
eee 3 Hour a.m, 19 While, Not while sa Pai it 
eae = p.m. ot werk E) ot wep, 0 ' t a 
2825 a ify that | attended om, Jae ee! AOS) to. at ry}, 19.d_Sfthat | last saw the deceased 
ae . ? , 
B- rE " Pp £2 /and that death occurred af _M, from the causes a the date stated above. 
Ea of V4 A ADDRESS (Sjreet, city a, story PATE SIGNED 
«55°02 a ¢ 4 VA ¢ 
oe ss / SLALEZLE mo... Lf / > CME'UE POBLE 
Omg 
- FEN 
os 
ee 3 Union Bridge,Md, / [{// 
a3 arg ‘Zo. BURIAL, CR EMAVION, ‘2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City, town, ar county) {State} 
255382 REMOVAL (Specify) x 
ofote B 5 6/5 6 M aho méters Hacky Ridve Md 
ee 23, FUNERAL on P2659 ADDRESS 2da. REC'D BY REGISTRAR Sst ays SYGNATURE 
Als (4 "Y x. He, 
Yenyise humana hr Wrexact hurmont Md AfEy AI © aol wed Xx. A. 
| bo SSS Se So FF 
cA tv 


——— 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 c 


Item FAlmG199 7 
oS CERTIFICATE OF DEATH wo wl O48 


Q 
~ BAe 
ih 1, PLACE OF DEATH Re 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
é . COUNTY : oka °. b. COUNTY 
; Carro Maryland Harford 
£ b. CITY OR TOWN (If outside corporate limits, write | ¢, LENGTH OF STAY IN 1b <. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 
8 w7 RURAL and give nearest town) i - 
= Hem 789 days Bel Air le he 
2 2 d. NAME OF HOSPITAL {If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE , 
coy a OR INSTITUTION ON A FARM? / 
7 Henryton State Hospital 112 Bord Street yes} Nop \/ 
aes 3. NAME OF First Middle tost 4. DATE ‘Month Doy Year 
= 2 
a 2; (Type oF print) Alfred ynond Richardson | vem June 2319 56 
fe : S. SEX 6. COLOR OR RACE | 7. oa NEVER MARRIED [] | 8. DATE OF BIRTH 9%. AGE {In ear RIF UNDER 24 HRS, 
= ionths 4 Mi 
& z Male Negi wipoweD (] ovorceo HF | Feb. 22,1886 70 yn. hee et a 
2 ge Too. USUAL OCCUPATION (Give kind = work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 25—~ } during most of working life, even if retired} 
3 laborer Unknown Havre de Grace, Maryland] U.S.A. 
ot 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
° 
3 James Richardson Luvenia Richardson 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. }17. INFORMANT Address 
Tes, p0. or unknown) {IF yes. give wor or dates of service! 
No Alfred Raymond Richardson 


18. CAUSE OF DEATH [Enter only one couse per line for (9), (b). and (c)-] 
PART I. DEATH WAS CAUSED BY: 


INTERVAL BETWEEN: 
ONSET AND DEATH 


Then pleose remove. 


IMMEDIATE CAUSE (a) Far Advanced bilateral ca’ mona: 
LX DUE To 
Conditions, if any, which 
gaye rite 10 immediote{ 9. 20 


cotse (0), stating the under. 
lying couse lost. to. 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0) 19. WAS AUTOPSY 
yes (] NO 
200. ACCIDENT aan UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, oy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY IHome, form, 1 20F, (City ar town) (County) (Stole) 
our? erik; While Nor stile factory, street, office bldg., oh 
p.m. jot work [7] of work 


to. 2, 19%, that I last saw the deceased 
a that death occurred at_2 45 =M, from the causes and an the date stated abave. 


the buriol-tronsit permit. 


the registrar prior to burial, cremation, ar removol, ond in any event within 72 hou: 


MEDICAL CERTIFICATION. 


fter this certificate hos been signed by the ottending physicion and completely filled in by the f 


led for use os 


R ATTENDING PHYSICIAN: The low requires thot the deoth cer 
the hospital or ottending physicion. 


«: 
" 
poge 3 shauld be d 


TO FUNER, 


% ADDRESS (Street, city or town, state) DATE SIGNED 
= 

fu ACTUAL He Ma 

3u / SIGNATURI mo. .._Henryton, Mae oot See Eee 


pe aes nee entele Me De _.Henryton, Ma, 


No. fae" oD, METERY OR GREMAEORY 2d. LOCATION (City, town, pr county) {Stote) 
‘AL {Specif 
ote Z ZEKSC gtk EAP A WIHAEP EE 


TO HOSPI 
moy be 


23. os JERAL DIRECTOR 'S St TURE ADDRES! Wi 4a. REC'D BY REGISTRAR Gy reste Ss oor 
Say a <p 
edie? ee eg LR a Lx a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 060 44 
6954 CERTIFICATE OF DEATH Reg. Dist. No. 74 


1 OE <4 Soar ee {Where deceased lived. [f institution: Residence before admission) 
o. oo. b. COUNTY x 
Carroll bag pra Maryland Washington 


b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOW (If outside corporote limits, wrile RURAL ond give nearest town) 
RURAL ond give nearest town) “ 
Rural - Sykesville bY 1M 9D Hagerstown ae 


d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS. e. IS RESIDENCE 


wD 


after deoth. Page 4 


Pages | and 2 show 


ate has been signed by the attending physician ond completely fil 


/5| SSHEBMZ4¢ state Hospital tips ah iveiie vO nog 


3. NAME OF First Middle Last 4 are Dey Yeor 
I (Type or print) Alice May ROBINSON DEATH 6 5 19 56 


3. SEX 6. COLOR OR RACE [7. MARRIED [_] NEVER MARRIED [-] | 8. DATE OF BIRTH 9 AGE {In yoors HEUNDER | YEAR] IF UNDER 24 HRS. 
‘ last birthdoy) [Month Min, 
Female white wiooweo&] ——olvorceo [] 7/287187h ree ae a ee Ea i 
100, USUAL OCCUPATION {Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
/ greg most of working life, even if retired) 
ljousewife Maryland USA 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


William Creager | Laura Ecker 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


(Yen, no. oF unknown) {UF yes, give wor or dates of service) 
no unknown Record, Springfield State Hospital 
18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (6 Broncho 


f 


Then please remove carbon popers. 


DUE TO 


Conditions, if any, which w__Pyelonephritis weeks 


gove rise to immediate 
co¥se (0), stoting the under- 
lying couse lost.> 
ees 


Pant I]. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
acture of left hip SS PERFORMED? 
F; < . ‘ -vYes(] no 


hronic—_br3in - sete with senile brain disease rj 
20a. ACCIDENT WAS_ UNDERLYING D. DESCRIBE HOW INIORT OCCURRED. (Enter noture of injury in Port | or Port li of tem 18, 


Patient fell to floor in dayhall an 

20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, form, ; 20f. {City or town) (County) (Stote) 
Not while. > foctory, street, office bldg., etc.) y 

H 


Dot work KT hospital kesvi lie Q Maryla 


21. | certify that | attended the deceased from U2 /__. A 19.56, to.6/5_. Poe; 19.56.,that | last saw the deceased 


alive oni. ay ree Ses 3 S -, 12_._.56, and that death accurred atO:552_M, rom the causes and an the date stated above. 
. ADORESS (Street, city or town, stole) DATE SIGNED 


set Wabthondt. é uo... Sykeaxtle, Maryland 
Nanette) Walther H. Sonnenfeldt , 
Tia. BURIAL CREMATION. Za. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY } ity, town, er county) {Stote) 
‘Pariah ” | 6-8-1956 Mt. Tabor Cemetery Rocky Ridge- Maryland 
23, FUNERAL DIRECTOR'S SIGNATURE , Ww. ADDRESS 4 Zao, REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
© E Cl ie 1 bom Frederik - Ine, i a, 
// 


-transit permit. 


MEDICAL CERTIFICATION, 


led for use as the burial 
the registrar prior ta burial, cremation, ar removal, and in ony event within 72 hours after death. 


fter this cer 


A 


= 
a 
i2 
= 
Fs 
a) 
£3 
3 
3 
i 
g 
Cy 
» 
2 
= 
3 
= 
S 
8 
73 
® 
a 
7) 
oy 
ha 
iM 
ey 
cog 
2 
z 
a 
e 
= 
= 
at 
a 
= 
a 
sd 
a 
= 
° 
z 
E 
< 
« 


jed by the haspital ar attending physician. 


@: 
page 3 should be d 


TO FUNER. 


NRECT, 


TO HOSPIT. 
may be 


Z/ 


= 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 () 6 0 4 5 
5% CERTIFICATE OF DEATH caine 


b 1, PLACE OF DEATH 2. sore eee ce (Where deceased lived. If institutian: Residence befare admission) 
i Fees th aeeatre A Shes 
PiZ 0k LAAN b AR. RO LA 
Bi b. CITY OR TOWN: ies ‘outside corporate timits, write | ¢, LENGTH OF STAY IN 1b ‘ ary 2 TOWN ('f outside carporote limits, write RURAL and give a town) 
x nie ‘and ag nearest tawn) 


I director, 


ofter death: Page 4 


filed with 


ba BSE 
o 8 A LAME os mein {IF not in Be = ee oddress) d. STREET Ranges e. 1S RESIDENCE 
3s 
= <i 4 OR INSTITUTION DA » ON A FARM? 
P BB: k { U iva Yes No 1] 
£5 3. NAME OF First A Middle Lost 4. DATE Month Day Year 
3 (Type or print) Ss E 763 B Y DEATH aS UY ad 19 #4 
2 


RA 
& Col es OR RACE 7. es Ey Never maneieD [] [8 DATE OF eiRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lox birthday) Doys | Hours | Min. 
MAL WH TE |woowe Divorced [} Vie yt. 
0a” USUAL OCCUPATION [Give kind of work done] 0b, KIND OF BUSINESS OR INDUSTRY(11, BIRTHAACE (rote or foreign county) 12. CINZEN PF WHAT COUNTRY? 
= during mast of warking life, even if retired) Yd 
/ =. A HOM TS [4 Lf IN B A 


14, MOTHER'S MAIDEN NAME 


bt A YY Ate /\ GA OLINE fa OWN 
15. WAS DECEASEDEVER IN U. 5. ARMED FORCES? i6. SOCIAL SECURITY NO. | 17. INFORMANT Address 
y (Yes. no. oF unknown) {IF yes, give wor or dates of service) 
SU NE Mid ELIS Y NIRV Yes D £9 
Tie. CAUSE OF DEATH [Enter anly ane cause per line for (a), (b), ond (c). j INTERVAL BETWEEN. 
ONSET AND DEATH 


PART |. DEATH WAS CAUSED BY: 2 
r y IMMEDIATE CAUSE (0) 


Then please remave carbon papers. 


the registrar prior to burial, cremation, ar remaval, and in any event within 72 hours after death. 


7 . DUE TO 
Conditions, if ony, which (b) 
gave cise ta immediote 
couse (0), stating the under ( OVE TO 
lying cause lost. (q 


that the death certificate be executed within 24 


ires 


fter this certificate has been signed by the attending physician and campletely filled 


€ 

5 & 
o 2 
e a 
z 5 3 Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0} 19. Was AUTOPSY 
Skat = 
£a82 15 yes (] NO a 
- 203 = 200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Parl Vor Port IW of item 18.) 
23 A & [OR CONTRIBUTING C1 CAUSE OF DEATH 
Zeee © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2 8 & |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e, PLACE OF INIURY (Home, form. | 20f. (City ar town) (County) ‘Gtote) 
= 8 ray Hour oo. 9. While Not oa foctory, street, affice bldg., pelt i 
rg > 4 p.m, 19 Jat wark [1] at work 

& 5 
2355 21. 1 certify thot | attended the deceased from... i: 53... 19. Eee -» 19.56,that | last saw the deceased 
z 3 y) 
os olive on__June 2, UNoleee | and that death Seated a apPeo ft 'M, from the causes and on the date stated above. 
E eS ADORESS (Street, city ar town, stote) DATE SIGNED 
<56 ACTUAL 
a De / SIGNATU ¢ a Mo. .... Net. Windsor, Maryland. _ .__..sced2n 


NAM tee) Minas Robertson, M.D. 


Ro. 5 a ea ‘Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION {City, town, of county) Ryl UD, 
“MO (S 
em = (V] IND RA 1 


yd 24a. REC'D = REGISTRAR sere REGISTRARS dt 


oO! 
R 
page 3 shauld be 


TO HOSPIT, 
may be 
TO FUNER. 


_ 
DATE, 7 Aah 


after deoth: Page 4 


Pages 


Then please remave corbon papers. 


ny event within 72 haurs after death. 


¢ has been signed by the attending physician ond completely fill 
rrmit. 


d for use as the burial-traper 


ter this ce 
the reglstror prior to burial, crematian, or removo} 


od 


R ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24' 


« 


may be r| 


TO FUNER. 


d by the hospital ar ottending physicion. 


RECTY 


poge 3 should be d 


TO HOSPIT. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 ° 
n CERTIFICATE OF DEATH 


0604-0 


Reg. Dist. No. 
iP CRORE 7. eerraceece (Where deceased lived. If institution: Residence before admission) 
oF o. b. COUNTY 
Carroll tani Maryland — 
'b. CITY OR TOWN (If outside corporate fimits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If autside corporate limits, write RURAL ond give nearest town) 
RURAL and give neorest town) 
= Vv ince 12-19-' Baltimore City 3V QoQ )-4 
da. Soh eae ee {If not in hospital, give street address) d. STREET ADDRESS. e. Ui de) 
s field State Hospital 3337 Kentucky Avenue, Baltimorel} vs(] xox 
3 DECEASED First Middle Lost 4. aoe Month Day Yeor 
(Type or print) Robert Lincoln SHAUCK DEATH June als 186 
5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE (In yor If UNDER 1 YEAR| (F UNDER 24 HRS. 
as fay) i 
male white wiooweo [] —sovorceoX] | June 1, 1887 & | A a 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OP INDUSTRY | 11. BIRTHPLACE {State ar foreign cauntry} 12. CITIZEN OF WHAT COUNTRY? 
during mast of warking life, even if retired) lob de 
Lithographer — “ Baltimore, Maryland United States 
13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Jerrett N, Shauck Mary Griffe 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? {16. SOCIAL SECURITY NO. |17. INFORMANT Address. 
Fes, 0, oF unknown (If yes, give wor of dates of service! 
no — 158-01-5312| Records of Springfield State Hospital 


18. CAUSE OF DEATH [Enter only ane couse per line for (a), (b). and (c)-] 


PART | DEATH WAS Kita: j_anfaret of both occipital lobes of brain 


IMMEDIATE CAUSE (6) 
LL DUE TO 


Conditions, if any, which wo Arteriosclerosis of the brain 


gove rise ta immediote 
cause (a), stoting the under ( OUE TO 


Rano 
EA 
Twi 


abou 


MEDICAL CERTIFICATION 


lying couse last. eo 
Pam Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1al]19. WAS AUTOPSY 
Ca: of prostata ves Gt NOO] 
20a, ACCIDENT WAS UNDERLYING ©] __[20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Part | or Port ll of item 1B.) 
‘OR CONTRIBUTING LJ CAUSE OF DEATH 
(iF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F, (City or town) (County) (Store) 
Hour a. While aL ibite: factory, street, office bldg., etc.) i 
pm 19 lot work [7] oPwork [J oo H —_— 
21. | certify that | attended the deceased from_ April 3rd___, 19.56., to_Sune 11____., 19.56 that | last saw the deceased 
alive on___June ith ___, 12iBGs, and that death occurred at 3£20__PM, fram the causes and on the date stated above. 
. ADDRESS (Street, city of town, state) DATE SIGNED 
Ate hat Sartre 
senate ES MiDrac ls ees To Sykesville, Maryland. 6-11-56. 
PHYSICIAN'S 
NAME (Type 8 ‘ield State Hospital 
22a. BURIAL, CREMATION, | 2b. DATE THEREOF Re. IE OF CEMETERY OR Id. Li ION {Gity, town, or coynty) (Stare) 
1 iy | : 
VAL (Speci CS yp SE ‘ ’ te y 
23. FUNERAL DIRECTOR'S SIGRATURE ADORESS 24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Q nfo ¢//2/ED 


LA 


e 
oo 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 6 CT) 4 7 
65 CERTIFICATE OF DEATH 4, 


Reg. Dist. No. 


SS 


18, CAUSE OF DEATH [Enter only one cause per line for (0), (b}, ond (4-] 


PART 1. DEATH WAS CAUSED BY: 2 
. IMMEDIATE CAUSE (0) Bronchopneumonia 


t DUE TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


days 


7 ss 
a 3 : i eee a aloe RESIDENCE (Where deceased lived. {f institution; Residence before admission) 
Oo e a. ; oO. b. COUNTY 
* Jae arroll Ate MARTARYD Alegany 
£ ij b. CITY OR TOWN (If outside corporote limits, write} ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If oulside corporote limits, write RURAL ond give neared! town} 
8 { cx. RURAL ond give neores! lown} } 
ow Sykesville O y 18 days Luke Md ears 
= = C3 > d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS ¢. 1S RESIDENCE 
6 =< OR INSTITUTION ‘ON A FARM? 
Pp: Springfield State Hospital ves NOD 
3 3. NAME OF First Middle low 4 DATE Month Doy Yeor 
25 {Type or print) Mabel K Kirkpatrick Sive DEATH 6 29 19 56 
3 2 5. SEX 2 6, COLOR OR RACE |7. MARRIED] NEVER MARRIED {") | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] iF UNDER 24 HRS. 
5 ff lost birthdoy) [Months] Days Min. 
i 2S/ CA wivowep [] Divorceo [J =26=1912 yn. 
Bic 10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
35 during most of working life, even if retired) 
3 saleslad Lest P Maryland USA 
8 3s 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
52 
oo : : 2 
ee Charles P, Sive Effie Kirkpatrick 
£ 3 1$. WAS DECEASED EVER IN U, $. ARMED FORCES? /16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
32 {Yes no. or unkaewn) {IF yes, give wor or dates of vervice) 
2 n! unk _ Hospi Record 
Sz 
a 
Pee 
S= 
ae 
z 


Conditions, if any, which b 
gove rise to immediote 
cotie (0), stoting the under ( DUETO 
lying couse lost. Cy 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. Rabe tae ac! 
Psychosis with convuls.disorder,epileptic deterioration ves (0 No Bf 


20a. ACCIDENT WAS UNDERLYING C] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part 1 or Port 11 of item 18.) 
OR CONTRIBUTING OJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED  [20e. PLACE OF INJURY IHome, form, | 20F. (City or town) (Couniy) {Stole} 
Hour 0. m. While __ Not while foctory, street, office bidg., etc.) ! 
p.m, 19 Jot work [] of work [J ' 


21. | certify that I attended the deceased fram.___.Octoher2Q, 195k, to_dJune.29..___. , 1956_.,that | last saw the deceased 
alive on__June 29 __________, 18. -;-, and that death accurred atl,2140._P_M, from the causes and an the date stated above, 


S$ ae ADDRESS (Street, city or town, stole) DATE SIGNED 
se K/iccu of Lutter mv. Snringfield State Hospital _ 6229256. 


PHYSICIAN'S 
NAME (Type) Ta 


| ar ottending physicion. 
this certificote has been signed by the ottending physicion ond completely filled i 


for use as the burial-transit permit. 
MEDICAL CERTIFICATION 


, cremotian, or remaval, ond i 


®: 


R ATTENDING PHYSICIAN: The low requires that the deoth certificote be executed within 24 bh, 


d by the h 
RECT 


0 
ty 
page 3 should be di 


the registror priar to bi 


TO HOSPIT. 
may be 4 
TO FUNER 


: ees Ke sy elf 

22o. BURIAL, CREMATION, | 22b. DATE THEREOF Tc. NANIRO METERY OR CREeWWAPORY 22d. LQCA) (City, town, or count: (Stol 

ie pote WDijesen ty eed’ 

Wet tddld ms OEE LIAEE Witenes ? 
PIRECID aa. REC'D BY REGISTR ‘ab, REGASTRAR'S SIGNATURE 

VS AIS (4) t\ V 4) 7 Pes) Zi 

1SM 978 y Cid. Gf fA LZ Een cn Lita ede 1 ag at Tame, 


@ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
‘ . CERTIFICATE OF DEATH Sn uve 


1. PLACE OF ie 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


9, COUNTY Os ; | MABTUANE oA , b, COUNTY) : 
: oe Bs Ae iit, Ate CCU L 
) ; ¢. LENGTH OF STAY IN 1b c. CITY OR ey If autside corporgte limits, write RURAL and give neares! town) 


06048 


_ EE ek ant Y Lye ZL eg x 
“& ¢. NAME OF HOSPITAY(If nal in hospital, give street address) d. STREET ADDRESS e. 1S RESIDENCE = / 
7 OR INSTITUTION ye ON A FARM? 
. A yes (] No~}—— 
5 


3. NAME OF First Middl lot 4. DATE Month Day Year r 
fen Cohn —-L- SLAGE Bean ee - 


5. SEX 6. “ RACE 17. MARRIED [P{EVER MARRIED 7 | & DATE OF B)RTH 9. AGP {In years [IF UNDER 1 YEAR| IF UNOER 24 HRS. 
“yw wiooweo[] —soivorceo Wo/ 25 - [723 


i ayihsen) Months! Days | Hours| Min, 
Ta. USUAL OCCUPATION (Give kind of work dane| 10b. KIND OF BUSINESS OR INOUSTRY |11. BIRTHPLACE (Stale or fordlgn country) 12. CITIZEN OF WHAT COUNTRY? 


By 
during mast of working life, gyen if retired) L > 
SEI a 2. 1) ected » 1s LACE LAY CO LS 
R 4. \THER'S MAIDEN NAME 
J, bb 8 
tA Ye Aleeg Qe 
1S. WAS DECEASED EVER U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFOS is 7 4 Address 
A) | (¥0. no. oF unknown) Itfyes, give wor o¢ dates of service] fs vA y, . y 
big_ /g—- 24s / Mhadle~Marfolear Me 


Poges 1 and 2 shoul! 


ty 


e 


Then pleose remove corbon papers. 


ed by the ottending physicion and campletely filled i 


: The law requires thot the death certificate be executed within 24 h. 


3 
5 
9° 
2 
g 
cE 18. CAUSE OF DEATH [Enter only one couse per line for {a}, (6). ond (<)-] INFERVAL BETWEEN 
= PART |. DEATH WAS CAUSEO BY: bela oN Lt 
4 IMMEDIATE CAUSE (o)___Hodelkins Disease— 
7) 
3 of XK QUE TO 
22 Conditions, if any, which 
Eo gave rise to im ate 
6a. couse {a}, stating the under ¢ OVE TO 
g a= z lying couse last. ©). 
2eg SS 
Bese ts Past il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (a)]19. WAS Autopsy 
R202 Eo a ——EeEeeE—eeeaeee 
ages OnE ves) No [& 
= v 
ooas = ]200. ACCIOENT WAS UNDERLYING C]_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 16.) 
PE ee & | OR CONTRIBUTING C1 CAUSE OF DEATH 
ae2e5 & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
eS Sie —~ 
3 a eee er en 
g obSS G }20c. TIME OF INJURY Month, Day, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. {City ar town) (County) (State) 
= ote Be ray Hour a. p. While Nat while factory, street, office bldg., etc.) | 
esi? = p.m. 19 Jat work [] ot work [] H 
OFLSS 
4 3 a= 21. | certify that | attended the deceased from.___Mayxa--------. 12.52. to. Jung]... 19.56_,that | last saw the deceased 
2 A alive on_____June] == 12, and that death occurred ot Z#lL5_ Pm, from the causes and on the date stated above. 
t= 3, ie J 4 ADDRESS (Street, city ar tawn, state) DATE SIGNED 
< 5G C= J AL 
epess : SIGNATURI M0, 
35 PHYSICIAN'S 
awsee NAME (type]_MeCePorterficld,M»De z 
BLY 72a. BURIAL, CREMATION, | 21 ‘Mc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City. own, ar county) {State} 
Qr5a5 Fe ea UNOS ie - os a f 
OF ° gz MAA a b a = USES BE? 4ia 
er jay GNA ‘ADDRESS y f | ha, REC/PBy REGISTRAR eee 
< / C f 
ANS (4) SA 1 : 9 % : vA 
Yao! 0 df get ee vate “7 f/f Pee) c 7 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 6049 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 
‘2 Reg. Dist. No. vis ae 


~ 


3/ § 

3 $3 4 1 Megs ahi 2, USUAL RESIDENCE (Where deceased lived. If Institution: Residence before odmission) 
zfs @. COUN : 

=r $ Carroll 0. STATE Maryland b. COUNTY 

e Se b. CITY OR one ‘oulvide corporete limits, wrile RURAL ¢, LENGTH OF STAY IN Tb «. CNY oR’ TOWN (IF outside corporote limits, write RURAL ond give nearest tawn) 

& A \ Xx i K 

sore fi i Rura Sykesville 2Y SM 27D 

hor d, NAME OF ms OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS @. 1S RESIDENCE 
ton ef ON A FARM? 


¥ 


File pages 1 ond 2 with the registror p 


pringfield State Hospital 3706 Hickory Avenve ves} NO fa 


3 pees Cad First Middle Lost 


‘ype or print George Prettman SMITH 


5. SEX 6. COLOR OR RACE |7- MARRIED [1] NEVER MARRIED [[]] 8. DATE OF BIRTH 
Male widowEdx] Divorced [J 


7/22/68 
10s, USUAL oRUAEN es 


If ony del 


ive kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during most of worki even if retired) 
Reta tired railroader Transportation Maryland USA 
33. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Mose Smith Louise Bowene 
, WAS DECEASED EVER IN U. $. ARMED Wel 4 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
Yes. no, oF unknown), Ilf yes, give wor o dates of service) 
no - unknown Record, Springfield State Hospital 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (¢).] INTERVAL BETWEEN 


AND DEATH 
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Item 18. Give Poges 1, 2, and 3 ta the funer: 


3 TH WAS. ISED BY: 
/s ee CEATH MEDIATE: CAUSE (0) te Ed 
18S ¥ DUE TO 
Conditions, if any, which Shock due to trauma me 


Gove rise to immediate couse 


acerations of scalp and face. 


EDICAL EXAMINER: This certificate should be executed within 24 hours after deoth. 


q 
& 
@ 
2 
Bos 
$65 (0), stoting the underlying¢ CUETO 
aoa cove lost, =| w_ractures of nose, shoulder, ribs and fingers. 33 hours 
a & 3 5 PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a}|19. WAS AUTOPSY 
= oF8 5 Chronic brain syndrome associated with senile brain disease, psychotic |v nog 
ex > z= a + "i 
Bs 3 5 PRIVARY Cher ie o ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of Injury in Port I or Port I! of item 18. ) 
»§2 eee ne Han was hit with.scrub brush by another patient 
gas & | 20c. TIME OF INJURY “Month, Doy, Year [20d INJURY OCCURRED ]2%e. PLACE OF INJURY (Home, form, | 20F. (City or town) {County} (Stote) 
oBa 8 Hour om, While Not while ‘foctary, strest, office bldg., etc.) | 
23% 2 215 PM 6 1956 lot work C} ot work Ge ospital | Sykesville arrol] Maryland 
£22 21. I certifyxthot | took chorge of the remoins described obove, held an Autopsy [_], Inspection [J, Inquiry ix], ond find that 
oy death re: oF from: Noturol couse: nay Accident eh Suicide [-], Homicide , Undetermined couse Ee 
ss 
2 = Z ean 4 Wiz l, p, CHIEF MEDICAL EXAMINER [7] SUE eNe 
5s 2 3 ASSISTANT MEDICAL EXAMINER [7] 
EXAMINE! 
Ped 38 e NAME (Iybe) James T, Marsh, M. D. DEPUTY MEDICAL EXAMINER] 6/4/56 
a 2 z2 2 Tio. ppcninchs 72b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {Stote} 
veins peci 
2sge 6- 7-56 N0QDLAW) Aloo DLAWN -: 


DB. ee DIRECTOR'S SIGNATURE sy 117 hh E 2ha, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS. AISME(S) a a Pape ly, 
susie OB seaman shah laa PN BEEN RR OL BL 


ofter death: Page 4 


e 


R ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 


e 
AS DI 
page 3 shauld be d 


_ MARYLAND STATE DEPARTMENT OF HtALTH—BALTIMORE, 18 (J60o0() 
» 6060 CERTIFICATE OF DEATH sd dk Oe 


eal 


sz 
ee 1. PLACE OF DEATH 2. USUAL RESIDENCE ae lived. If institution: Residence before admission) 
°. sf °. b. COUNTY ) 
= MARYLAND 
32 Mas ciara KALA 
~ b. ciTy oR TOWN (If outside corporote Jimits, write. | ¢, LENGTH OF STAY IN Ib eae If outside corporote limits, write esas 
ond give i) 4 
? 
“4 i 4AMXA_| 6 A4NE fea AA! (MUAY LEA 
2 2 da NAME OF rena (if not in hospital, give aise oddress) d. STREET ADDRESS e. 1S RESIDENCE 
re i NY OR INSTITUTION: ON A FARM? 
BS { ys ves FE-No [F 
= 6 Ree 3. NAME OF First Middle tost 4. DATE Month Doy Yeor 
= = = 
OF ype or pin AW VE CECELL Sy ee DEATH Z 95S 
> 3. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH AGE (In yeors [!F UNDER 1 YEAR] IF UNDER 24 HRS. 
. = W Vids, Vy G £ loxtbithdoy) | Manths Min. 
Sy wivowen Z}—_vivorce [] Crt 17 - [Ft yt. 
eg: 1Oe. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BYSINESS OR INDUSTEY [1]. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 
§ oe 1 zguting most of working fife. even if retired) y LA 
Res Ahh Asi A477 LIU, tl A-gtaw? Xl. 
° 7 f 
te) | Lad Spi sia 
Da y 
& oat AMAL AVON AL VOC as 
Bos 15. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCI Address 
abe fYes, no, oF unknowa} (HE yes, give wor or dates of service) Lil, - f 
2 . g ZI enen ee 
O55 
See 18. CAUSE OF DEATH [Enter only one cause per line for (0}, (b}. ond (c}-] INTERVAL BETWEEN 
if 64 
rato PART I, DEATH WAS CAUSED BY: bea a 
wee IMMEDIATE CAUSE (o} 
sR 3 DUE TO 
32> Conditions, if ony, which (0 
BES gove rise to immediote 
Sas coute {o}, stoting the under, ( OVE TO 
gFse lying couse lost. a 
. pllogicousediont:. 
B55 ra Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)/19. WAS AUTOPSY 
SO FG & 
£308 s yes(J no 
ee © |20a. ACCIDENT WAS UNDERLYING ()__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port Vor Port W oF item 18) 
seer & | OR CONTRIBUTING C] CAUSE OF DEATH 
gees © | (IF EITHER, NOTIFY MEDICAL EXAMINER} 
¢ > oe a 
etes & [20c. TIME OF INJURY Month, io Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Home, farm, | 20F. (City or town) (County) {Stote) 
5.293 ‘3 (a White Net Ailes foctory, street, office bldg., etc.) t 
3i75 2 pom. jot work [J] ot work ' 
Ope ety 
aor. 
8=3 


alive on_____{O == 


f) o ‘ADDRESS r town, stote) DATE SIGNED 
— 
1th TN Aegg uw we sa Be. 6-do-% 


_ a : Bae Uvion BRIDGE / ts 


21. | certify % hence ty the deceased from___\.2_7 


+ 


the registrar priar ta burial, 


RECT 


d 


wrx q 
Se RIAL, CREMARION, a “DATE THEREOF] 22c. NAME OF ERY OR CREMATORY 22d ADCATION (Cily, town, ar county) (Storey 
$33 Voss Pe lp 
ae LAG hn we LAbthl 6d LULA 
ees 4 24a. REC'D BY REGISTRAR ‘db. REGISTRAR’S SIGNATURE 
Ff 
ysas {4) \ Dy; A OAs a 25/5, DAQEAL Q 2 


| 


ure“Alter death. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


6961 CERTIFICATE OF DEATH a ae 


1. PLACE ee DEATH 2. USUAL RESIDENCE (HOME) OF DECEASED 


MARYLAND STATE COUNTY Leds yt 


Ijmits, write RURAL. LENGTH OF STAY cITy 


‘ } see. (In this place) OR 

7 MLL, | haya pata Len 
HOSPITAL OR STREET (If ruret give location) 
INSTITUTION OR 


STREET ADDRESS Piltefowllteyr Onerdbetout Hare Lita sablgacca d yy 


3. NAME OF ~~ (Middle) Last} | 4. BATE (Month) Cay veer) 


DECEASED BeaTH JUNE w Ly 


(Type or Print) 7m Ss, 72 DD, Ve) Ve 


SINGLE, MARRIED, 8. DATE OF BIRTH 9. AGE lest birthday IF UNDER 1 YEAR [IF UNDER 24 HRS. 
WIDOWED, DIVORCED, 


hs | Days | Hours | Min, 
(Specify) ZL WY, / b LEGS % O oa ‘Months | Days Hours ES 
U OF BUSINESS Ti, BIRTHPL E {State or foreign country} 12, CITIZEN OF WHAT 


of working fife, evan if ” OR INDUSTRY | 


14. MO; ea s aes NAME 


es "INTERVAL BETWEEN 
1 DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 


/ /O IMMEDIATE CAUSE {Ay 


ANTECEDENT CAUSE(s) DUE TO 


DISEASES OR CONDITIONS, IF ANY, — (@) 
GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST. DUE TO 
hae ere or rr eC) 
11 OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO THE 
DISEASE OR CONDITION CAUSING DEATH.. 


19e, DATE OF OPERATION 19b. MAJOR FINDINGS OF OPERATION: 20. AUTOPSY? 
ves []_ xo DK 


2la, ACCIDENT WAS UNDERLYING [] | 21b. PLACE (Home, farm, factory, 2c. WHERE DID INJURY OCCUR? (City or town) {County} (State) 
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OR CONTRIBUTING [1] CAUSE OF DEATH OF INJURY street, office bldg., etc.) 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


21d. TIME OF INJURY (Month) (Day) {Year} (Hour) | 2le, INJURY OCCURRED 21, HOW DID INJURY OCCUR? 
While Not while 
et work L] __ ot work (] 


"i 
22. I here! certify , that | attended the deceased from. ws LS. Ose as sane 1OOPLALE 4. ee 19nf., that I last saw the deceased 
vo) , and tHat death occurred aif. = .M, fren the causes and on the date stated above. 


ADDRESS (Street, city, town, Wyo DATE SIGNED 
Aad Mo. } LT yt Just, 


G TE THEREOF r “O) OF Dhaene OR-EREMATORY LOCATION (City, town, or county} Sa 


eS <b\ fy HAM AL.  LMOTLA fat ha 


24, REC'D BY REGISTRAR “Riana SIGNATURE at gee DIREGTOR’S eee f Mf Litt 
"3 oh ‘. 
t Ye fitter, | LYUtH/X2 Yl «et [14 for I A: 


death certificate assembly should be detached for use as a burial transit permit, 


The bottom copy may be retained by the hospital or attending physician. 
VS AISC 1-55 10M 


TO FUNERAL DIRECTOR: The law requires that the death certificate be filed with the registrar within 72 hours 


TO arn ac ABs ican OR 


urs after death. 


@ 
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6. 


mS 


e/executed wil 
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TO _ > 


The bottom copy 


id in by the funeral director, the third copy of this 


certificate assembly should be detached for use as a burial transit permit, 


certificate has been executed by the attending physician and completely 
YS AISC 1-55 10M ~~ 


deat 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 0 6 052 
’ ro) 


6962 CERTIFICATE OF DEATH nin teat 


1. PLACE OF DEATH 2. USUAL RESIDENCE (HOME) OF DECEASED 


cowry Carroll MARYLAND srate_ Maryland counry Carrol) 
CITY (If outside corporete limits, write RURAL LENGTH OF STAY oon (If outside corporate limits, write RURAL end give nearest lown) 


OR end gi eerest flown) (in this plece) 
TOWN Rural Westminster ys. TOWN Rural Westminster 


HOSPITAL OR ‘STREET (If ruref give location) 
INSTITUTION OR ADDRESS 
STREET ADDRESS 


NAME OF (First) (Middle) (Lest) 4. DATE = (Month) (Dey) (Year) 
DECEASED 


OF 
(Type or Print) Nettie M. Neishaar DEATH ume | ald 1956 


5. SEX 6. ae OR 7. SINGLE, MARRIED, 8. DATE OF BIRTH 9. AGE lest birthdey IF UNDER 1 YEAR [IF UNDER 24 HRS. 
WIDOWED, DIVORCED, “paged eae ical baal 


Female White (Seecty) Married | May 10, 1889 67 yes, 


10a, USUAL OCCUPATION (Give kind of work hNe KIND OF BUSINESS 11. BIRTHPLACE {Stete or foreign country) 12, CITIZEN OF WHAT 
R' 


done during most of working life, even if OR INDUSTRY COUNTRY? 


wind Housewife in home Maryland Use. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Samuel J. Flickinger Amanda Pitzer 


15. WAS DECEASED TVR I IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17. INFORMANT & ADDRESS 


{Yes, no, or unk.} {if Yes, glve wer or deles of service) 
mass gE embers a eS wee omes J, Weishaar Westminster Maryland 


18. MEDICAL CERTIFICATION INTERVAL BETWEEN 
1 DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 


7 


4 IMMEDIATE CAUSE (a) Nejasicd = ficken Leet Orin 


ANTECEDENT CAUSE(S} DUE TO ©) 
DISEASES OR CONDITIONS, IF ANY, (8) 
GIVING RISE TO THE ABOVE CAUSE 
STATING UNDERLYING CAUSE LAST, DUE TO 
ic) 
TI OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
TO THE DEATH BUT NOT RELATED TO TI 
DISEASE OR CONDITION CAUSING DEATH. 
196, DATE OF OPERATION 19b. MAJOR FINDINGS OF OPERATION 20, AUTOPSY? 
yes ["] NO 
Zie. ACCIDENT WAS UNDERLYING [) | 2Ib. PLACE (Home, form, fectory, 2ic. WHERE DID INJURY OCCUR? (Cily or town} (County) (Stete) 
‘OR CONTRIBUTING [] CAUSE OF DEATH | OF INJURY street, office bidg., etc.) 
UF EITHER, NOTIFY MEDICAL EXAMINER) 
Zid. TIME OF INJURY (Month) (Dey) (Yer) (Hour) 


21. HOW DID INJURY OCCUR? 


ereby certify that | attended the deceased rt if nee 98... that I last saw the deceased 


, and that déath oan ey ier ‘ct.M, from/the causes and on the date stated abov. 


ADDRESS (Streei, city, 1 ae steta) ATE SIGNE! 
M.D. A deidengcmat cs ae a HS, 
(State) 


DATE THEREOF NAME OF CEMETERY OR CREMATORY LOCATION (City, town, or county) 


Baust Cemeter: Marylant 


z 
June 16,1956 
REGISTRAR'S SIGNATURE 25. FUNERAL DIRECTOR'S sa ADDRESS 
Phen fh . é Tea Taneytown, Maryland 


1 : ~ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 7} 6 U is) $4 
n 
6°§3 CERTIFICATE OF DEATH Reg obiit Meee 


sy 
< see 
oan ed 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutiom Residence befare admission) 
S ee) _ 0. COUNTY anatase b. COUNTY ss 
y oy Carroll Maryland Washington 
+ ~ b, CITY OR TOWN (If outside carporate limits, write | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN {If autside carporate limits, write RURAL and give nearest town) 
x =) ot RURAL and give nearest town} ; 
“OSS SK kesville 17 yrs. Hagerstown - Rural ; 2, 
s ar cd. NAME OF HOSPITAL (If nat in hospital, give street address) . STREET ADDRESS e. IS RESIDENCE 
5 “ow r OR INSTITUTION ON A FARM? 
eS ee a H lel a ves NO £5] 
eee 
PS 6 \S [3 NAME OF Fint Middl tost 4. DATE Mi 
° ag ~ Nee or irs iddle os 2 jonth Doy Year 
3 } igsrrieont) Mae Wooley DEATH June 7 1956 
8 
e 


0 \ 5. SEX 6. COLOR OR RACE |7. MARRIED EA NEVER MARRIED [[] |8. DATE OF BIRTH 9. AGE (In ae IF UNDER 1 YEAR| IF UNDER 24 HRS. 
. si ly) [Months] D x Min. 
Female White wipowep E]~—sovorcep [) May 10, 1881 Vi yn. xe aa eT 
30a. USUAL OCCUPATION (Give kind af wark dane} 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Housewife ASD Unknown UeSeAe 


during most of working life, even if retired) 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


Unknown (George B.Alexander) Unknown(Nanny Lee Webster) 


: Ei ose si See ee once 16. SOCIAL SECURITY <4 fue 'S Wnt pp) R #3 Hager st Ou, Ma 4 
No o Springfie Hospital records. 


18. CAUSE OF DEATH [Enter anly ane cause per line far (a), (b). and (c}-] 


T 1. DEATH Wi a <+4 
eA Neca elonephritis 


DUE TO 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then pleose remave corbon papers. 


d in any event within 72 hours ofter death. 


thot the deoth certificate be executed within 24 


Calculus in ureter 


Conditions, if ony, which ib 
gave rise to immediote 
cottse (0), stating the vader: ( DUE TO 


jires 
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% 

5 & 

if § ES lying couse last. B okey) {c). 

3 2 5 ra Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Vay] 19. Bae) Ss 

— fb Ss Els - a - 

gasea S| Chronic alcoholism with psychosis vs GE NOD 
Toone = | 20a. ACCIDENT WAS UNDERLYING [J ]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part lar Port Il of item 18.) 
geet & | OR CONTRIBUTING LJ CAUSE OF DEATH 

< § £0 © [ (IF EITHER, NOTIFY MEDICAL EXAMINER) 

g OSes & |2c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
sles 5 Haan es: ny Nei onrle factory, street, office bldg., etc.) + 

agE°S B p.m. 19 Jot work [7] at work [J ' 

Se. SS 

Ze25- 21. | certify that | attended the deceased from__JULy J... 19.50., to. 6/7.___., 1956_..that | lost saw the deceased 
ong 5 olive on__._June #7) 12.56, ond iy deoth occurred ot 5 :O0AM, from the couses and on the dote stoted above. 
E S 3 ADDRESS (Street, city ar town, state) DATE SIGNED. 
abe. / ACTUAL abs 

apes || [enti wo, ...Svkesvilles Maryland 6£7(56 

cau o 
se te ; 

ae: 8 Nameityes: Walther H. Sonnenfeldt, M.D. nos Ne AE. es a : ne 
BSZ°'S Zo. BURIAL, CREMATION, | 22b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, tawn, or county) (State) 

9,5 8° REMOVAL (Specify) 

oe te ‘Boris’ | June 10,1956] Rest Haven Cemete Hagerstown, Md. 

ror 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2db, REGISTRAR'S SIGNATURE £ 
Wy i p Le 
¥s,A15.0 ARR Rest pee icc pees! Inc. Hagerstown, ld. lon 4// 2K |” AG ; 
Ss SES —— 
¥ aw 


